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Adult Mental Health Essay
Critically discuss one model for the assessment and 
treatment of people given a diagnosis of Personality 
Disorder. Make specific reference to the perspectives
of service users.
Adult Mental Health Essay:
Approaches to Psychological Distress 
December 2007, Year 1
Adult Mental Health Essay
SHOULD DIALECTICAL BEHAVIOUR THERAPY BE USED IN THE NHS 
FOR THE ASSESSMENT AND TREATMENT OF PEOPLE GIVEN A 
DIAGNOSIS OF ‘BORDERLINE PERSONALITY DISORDER’?
1. INTRODUCTION
Although one in twenty people in the UK meets the criteria to be diagnosed 
with a personality disorder, public perception of those who suffer from this 
complex condition is often one of people with such a diagnosis being 
frightening and dangerous (Haigh, 2006). I first began thinking about 
personality disorders and what such a diagnosis could mean for an individual 
whilst working as a hospital manager in the private mental health care sector. 
A sister hospital had developed an in-patient service to plug the gap in 
specialist services for women with borderline personality disorder (BPD). The 
approach chosen was developed in the US in the early 1990s and called 
Dialectical Behaviour Therapy (DBT). On their return from DBT training, the 
core team of ten clinicians described it as a pioneering new treatment which 
could succeed where others had not.
I was sceptical. Why was DBT the preferred therapy if it was so new? Was 
research available to show this approach could help service users? It struck 
me that DBT must have been marketed well enough in the US for it to have 
reached the UK and presumably it had also achieved tangible results for 
service users in the US; I was curious as to service users’ views of DBT. 
When I considered the efficacy of DBT again, but this time from the 
perspective of a trainee clinical psychologist, I had another question: could 
and should DBT be implemented by the NHS? I chose DBT to examine for 
the purposes of this essay because I wanted the opportunity to consider 
these questions and form my own opinion on whether DBT is an effective 
model for the assessment and treatment of BPD. I consider DBT to be a
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‘model’ in this context as approaches to psychological assessment and/ or 
treatment, such as DBT, are often described as models.
Before I go on to evaluate DBT, I want to explore the different types of 
personality disorder, concentrating on BPD, and what a diagnosis of 
personality disorder means for service users.
2. WHAT IS A PERSONALITY DISORDER?
Personality disorders are relatively common. It is estimated that they affect 
both men and women equally in 10-13% of the adult population in the UK, 
mainly in the 25 -  44 age group. In psychiatric populations, prevalence of 
personality disorders can be as high as 67% (The National Institute for 
Mental Health in England (NIMHE), 2003). ‘Personality disorder’ is an 
umbrella term, encompassing several different types of disorder.
My research has identified two classification schemes to diagnose a 
personality disorder. The first of these, the International Classification of 
Mental and Behavioural Disorders (ICD-10) which identifies nine different 
categories of personality disorder, defines a personality disorder as:
“...a severe disturbance in the characterological condition and 
behavioural tendencies of the individual, usually involving several areas 
of the personality, and nearly always associated with considerable 
personal and social disruption.” (c\ie6 in NIMHE, 2003, p.9)
The Diagnostic and Statistical Manual of Mental Disorders, fourth edition 
(DSM IV), describes a personality disorder as:
‘...an enduring pattern of inner experience and behaviour that deviates 
markedly from the expectations of the individual’s culture, is pervasive 
and inflexible, has an onset in adolescence or early adulthood, is stable
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over time, and leads to distress or impairment.’ (American Psychiatric
Association (APA), 1994, p.629)
Whether using ICD-10 or DSM IV criteria to assess whether a person should 
be given a personality disorder diagnosis, clinicians will evaluate various 
subjective factors including an individual’s persistent behaviour and attitudes, 
their interpersonal relationships and the level of subjective distress they 
experience. It is therefore simply not possible to give a diagnosis of 
personality disorder according to objectively measurable features 
independent of context: a personality disorder is a socially constructed 
diagnosis, which clinicians recognise according to the effect an individual has 
on others (Tyler et al., 1993).
Why Does a Diagnosis of Personality Disorder Matter?
Until relatively recently, a diagnosis of personality disorder (as opposed to 
other forms of mental illness) was seen as reason to exclude people from 
accessing appropriate NHS services. Tyler et al. (1993) comment that there 
is evidence of a clinical separation of personality disorders from other mental 
illnesses which dates back to the French Revolution. It is clear that the 
impact of differential treatment between personality disorders and other 
psychiatric diagnoses is not purely of historical relevance. For example, the 
fact that personality disorders have been considered untreatable, long-term 
conditions has meant that a parent diagnosed with a personality disorder is 
unable to access court-funded treatment in the 40 week timescale allowed to 
complete a residential care case, meaning that such a parent is likely to lose 
custody of their child (see Re A [2007] EWCA Civ 889; Re B [1999] 1 FLR 
701).
It was arguably not until 2003 that it was first officially recognised that a 
person diagnosed with a personality disorder could and should be treated, 
when NIMHE published guidance entitled ‘Personality disorder: No longer a 
diagnosis of exclusion’. The guidance places a new-found emphasis on the
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assessment and treatment of personality disorder, and the development of 
services for this service user group, as a key part of mental health care. New 
national guidance is now being developed to assist clinicians in making 
treatment decisions for people diagnosed with BPD (NICE, 2007).
3. WHAT IS A DIAGNOSIS OF BORDERLINE PERSONALITY 
DISORDER?
BPD is the type of personality disorder I have chosen to discuss as DBT was 
designed for those diagnosed with BPD. The term ‘borderline’ stems from the 
idea that some people were thought to be on the border of a psychotic illness. 
This notion is no longer held to be true (Cox & Robinson, 2006), but in spite 
of controversy, usage of the term ‘borderline’ has, for better or worse, 
persisted (Berelowitz & Tarnopolsky, 1993).
BPD is characterised by ‘a pervasive pattern of instability in interpersonal 
relationships, self-image, and affects, and marked impulsivity’ (APA, 1993, 
p.629). According to DSM IV criteria, a person must exhibit five or more of a 
nine item ‘descriptive behaviour’ checklist (each of which must be present by 
early adulthood and in a variety of contexts) to be diagnosed with BPD. I 
think ICD-10 gives a less inclusive definition of BPD. It is considered an adult 
disorder, although the DSM IV allows diagnosis in under 18s if the requisite 
features have been present for at least one year (NICE, 2007).
These descriptive diagnostic criteria leave significant scope for clinicians to 
interpret their own meanings when assessing individuals (Freeman et al., 
2005). Consequently, BPD is assigned to individuals with a wide spectrum of 
and often huge variation in, symptoms. The diagnosis of BPD is further 
complicated by a high likelihood of a co-occurring psychiatric diagnosis (APA, 
1994). Indeed, it is also common for individuals diagnosed with BPD to be 
diagnosed with another personality disorder as well as BPD. This may be
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indicative of the lack of precise diagnosis (Moran, n.d.), and, I feel, the 
subjective nature of personality disorders generally.
BPD is thought to affect between 0.7% and 2% of the general population in 
the UK and feature in 20% of psychiatric in-patients and up to 30% of out­
patients (NICE, 2007). There are serious consequences for the individual. As 
many as 73% of individuals diagnosed with BPD make a suicide attempt, 
with an average of 3.4 attempts during their lifetime (Soloff et al., cited in 
Hoffman et al., 2007).
Although it is clear that further research is required, it is generally agreed that 
both biological and environmental influences contribute to the development of 
BPD (e.g. NICE, 2007). Childhood sexual abuse is a feature in the histories 
of many women meeting the criteria for BPD. In others, alternative forms of 
loss, deprivation and trauma are almost always present (Linehan, 1993a).
In the US, Linehan (1993a) found many individuals meeting the criteria for 
BPD presenting at mental health services with severe problems and intense 
misery. They had a high rate of treatment failure. Most were women. I have 
discovered a similar situation in the UK: people diagnosed with BPD make 
more demands on mental health services than any other group of service 
users except those with schizophrenia. They also make frequent contact with 
social services, accident and emergency departments, GPs and the criminal 
justice system (NICE, 2007).
3.1 A Biosocial Understanding of BPD
Linehan (1993a) has developed a biosocial understanding of BPD that 
underlies her treatment strategies. BPD is seen primarily as a dysfunction of 
the emotion regulation system. The difficulties that individuals diagnosed with 
BPD experience result from both biological irregularities and inadequate 
learning experiences. Broadly, a childhood environment that invalidates a 
child’s emotional responses, dismisses their interpretations of their own
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behaviour, and does not teach them to tolerate emotional distress contributes 
greatly to the development of emotion dysregulation. I feel this theory offers a 
clear and accepting explanation to persons suffering with BPD as to why 
behaviours they struggle to understand both develop and persist, without 
pathologising that person’s experiences. However, the theory sees a 
particular style of family interactions as playing a large role in the 
development of BPD which may be hard for relatives of those diagnosed with 
BPD to come to terms with.
As no treatment approach develops in a vacuum, a less modern text by 
Boring (1961) makes the important point that new ideas are helped to 
develop when they fit in with current thinking about what is of concern to 
society at that time. I believe DBT caught people’s interest in the early 1990s 
because it had the potential to solve a current, culturally defined problem: 
individuals diagnosed with BPD were not thriving in non-specialised 
treatments and nobody knew quite what to do.
3.2 The Impact of a Diagnosis of BPD for Service Users
To begin to understand what it is like to live with a BPD diagnosis, I 
attempted to obtain service user accounts, but, perhaps as you might expect 
given the seriousness of the disorder, these are not readily available. 
Therefore my efforts to obtain such information proved instructive as it 
highlighted the difficulties service users must also have in this regard. 
However, those service users who have tried to reveal the person behind 
BPD (e.g. Ford Thornton, 1998) offer a poignant picture of trying to live 
‘having been born without an emotional skin: with no barrier to ward off real 
or perceived emotional assaults’ (Williams, cited in Gibson, 2006, p.53).
It is currently unclear how well clinical diagnoses capture the experiences of 
service users (Moran, n.d.). For some the term BPD is ‘horrible’ (Stalker et al., 
2005) and service users can feel ‘labelled by professionals as well as by 
society’ (NIMHE, 2003, p.20). However, I thought that a BPD diagnosis could
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be welcome for others and found service user opinions to support my view: 
‘Nothing can describe the utter relief I felt (and still feel) to have a diagnosis. I 
felt validated, vindicated' (Galloway, 2006).
Service users’ experiences of non-specialist mental health services for 
personality disorder have often not been acceptable (Haigh, n.d.), which 
indicates a lack of education and understanding about BPD in general 
services. This is confirmed by service user accounts of how the medical 
profession have reacted to them: ‘Sue...would scare the staff with her 
frustratingly illogical arguments and unreasonable demands’ (Sanders, 2006). 
These views can lead to great prejudice; service users have been called 
‘time-wasters, difficult, manipulative, bed-wasters or attention-seeking’ 
(NIMHE, 2003, p.20).
I believe this prejudice may occur partly as a person’s difficulties can seem 
more apparent than their strengths. It is arguably the case that services have 
often failed to recognise the special strengths of people with a diagnosis of 
BPD. For example, because of their sensitivity, they can experience joys 
more intensely and empathise with others more easily than other people 
(Ford Thornton, 1998). In these early days of my own clinical practice, 
Linehan’s view (1993a) that there is wisdom in every behaviour and response, 
especially when a person’s whole life is considered, has been useful to keep 
at the forefront of my mind and could also help services to better empathise 
with persons who have a BPD diagnosis.
To fully understand BPD, I believe it is essential to have regard to the views 
not only of service users but also family members and carers: they are both 
the most affected and the most likely to affect the individual diagnosed with 
BPD (Hoffman et a/., 2007). To my knowledge, only one study has tested the 
effectiveness of an intervention designed to address the needs of family 
members who are caring for an individual diagnosed with BPD. Hoffman et al. 
(2007) evaluated a 12-week carer-led community BPD education programme 
for family members in the US. As a result of the programme, there was a
10
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lessening of family members’ sense of burden and the grief associated with 
having a relative diagnosed with BPD, and an improvement in their 
respective identified self-management skills.
Although these results give clinicians encouragement that focused family 
interventions can have a positive impact, it is clear that further research is 
required to uncover which interventions would be most effective for UK 
carers. Also, the effect of the programme on the family member diagnosed 
with BPD was not considered and it would be important to determine this in 
any similar study in the UK.
4. WHAT IS DBT?
DBT was originally devised by Linehan (1993a) as a community treatment for 
women with a history of chronic parasuicidal behaviour (i.e. intentional self- 
harm including suicide attempts). Linehan focused on this group as she felt 
that they constituted the majority of the BPD population. She considered their 
areas of difficulty and targeted each of these in DBT. Linehan used several 
approaches to do this and DBT therefore contains elements of neurobiology, 
cognitive science, behaviourism and a focus on trauma and spirituality 
(Swenson et al., 2002). I am keen to try and follow Linehan in this respect in 
my clinical career by making use of different approaches with clients, 
selecting the most appropriate parts of each and using these creatively.
DBT targets both cognitive and behavioural processes, which is not unique to 
DBT, but Linehan (1993a) argues the difference is the emphasis of DBT on 
dialectics. Linehan defines a dialectic approach as ‘the reconciliation of 
opposites in a continual process of synthesis’ (1993a, pi 9). This means that 
change is encouraged alongside an acceptance of reality. Service users are 
encouraged to see that something might be good and bad, rather than seeing 
only the polar ends of the spectrum, and that there is rarely only one correct 
response to a situation. I feel this is something to think about in my own
11
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practice: that with client collaboration and a creative approach, opposing 
ideas can be reconciled.
A DBT manual (Linehan, 1993b) details very clearly how clinicians should 
implement the therapy. Weekly individual and group DBT therapy is intended 
to last a year. I think there is a clear theory practice link: the biosocial theory, 
although speculative and untested, presumes that individuals with BPD lack 
critical interpersonal skills, distress tolerance skills, and emotion regulation 
skills, and these are taught to service users in group therapy sessions. 
Individual therapy is an opportunity to practice and apply these skills to real 
situations. Telephone consultation is available between sessions to enable 
adaptive behaviours to be taught and reinforced.
4.1 DBT - Assessment and Treatment
Researchers have evaluated the effectiveness of DBT in an in-patient setting 
(e.g. Kroger et al., 2006) but I will not do so here on the basis that there is ‘no 
expectation that Trusts should provide dedicated in-patient provision for 
people with personality disorder’ (NIMHE, 2007, p.35). I feel instead that it is 
most relevant to evaluate whether DBT is suitable for NHS out-patient use.
It appears that treatment, rather than assessment, is the focus of DBT. The 
treatment manual does not explore the specifics of how to assess a service 
user prior to or during treatment. I think the treatment manual would benefit 
from a clear assessment framework to help clinicians evaluate a service 
user’s psychological distress and consider whether they are benefiting from 
DBT. DBT has many different elements, all of which I think require 
continuous assessment of a service user’s progress, and this skill should not 
be taken for granted. However, after reading the treatment manual, I have to 
conclude that DBT is a treatment approach which does not reveal Linehan’s 
view of how best to assess service users.
12
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The start of DBT treatment is a contracting phase when service users must 
commit to learning new skills and changing behaviours. At this stage, the 
DBT manual can make treatment accessible for service users and their 
families (Ford Thornton, 1998). It is possible motivation to change could 
result from this forthright approach. However, it may not suit everybody; I 
think, as do Swenson et al. (2002), that some service users could become 
frightened by the thought of living without behaviours they have grown to rely 
on and the loss of supports currently in place to help them cope with these 
behaviours. Also, if service users show they are unable to control hostility to 
others in group therapy, Linehan (1993a) would exclude them from DBT. I 
wonder whether clients who start DBT must ‘fit’ the treatment approach to 
start with. If they do not, it may be difficult to tailor DBT to meet their 
individual needs.
DBT has a large problem solving component as Linehan (1993a) assumes 
either that people diagnosed with BPD do not have the necessary problem 
solving abilities to help them successfully negotiate difficulties, or cannot use 
them due to a heightened emotional state. Recent research has shown that 
the social problem solving abilities of persons diagnosed with BPD are 
impaired, which supports the social problem solving element of DBT (Bray et 
al., 2007). However, the majority of the social problem solving difficulties 
experienced by those with BPD in this study were shared by a clinical control 
group with other personality disorders or psychiatric conditions. I feel it is 
important for future research to establish if any problem solving deficits are 
specific to those with a BPD diagnosis, which could enable more targeted 
problem solving treatment.
DBT has a systematic and structured framework. There is a clear hierarchy 
of treatment targets: suicidal behaviours are tackled first until they can be 
successfully managed, then therapy-interfering behaviours such as missing 
therapy sessions, and quality of life interfering behaviours, such as repeated 
hospitalisations, and then learning behavioural skills. In my view this would 
appeal to service users. They are encouraged to focus on and achieve one
13
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target before moving on, thus not feeling overloaded. Concrete help can be 
given straight away for life threatening behaviours but there is also a plan for 
longer term recovery (Swenson ef a/., 2002).
DBT encourages out-patient use of behavioural skills over in-patient 
treatment even when suicide risk is high (Linehan et al., 2006). This both 
matches NHS priorities and aims to give service users confidence in their 
own abilities to manage their distress rather than rely on services to do this. 
However, it could be expensive to implement DBT in NHS community 
settings as it is very labour intensive, requiring a high staff to service user 
ratio for a long period. It is true that the impact of specialist treatment on cost 
to the NHS for this service user group has not yet been examined (Moran, 
n.d.), but I think it is possible that the cost of DBT could be offset by savings 
to the health service in other areas.
Haigh (n.d.) asked service users which characteristics of personality disorder 
services were most helpful to their recovery. I think DBT has many of these 
qualities, including high expectations of service users, skill development, 
fostering creativity and respecting strengths and weaknesses. However, as 
DBT is an intense therapy, service users must arrange their lives around it 
(Swenson et al., 2002) which is not possible for everybody. It may be even 
harder for service users with families to do so. I am additionally concerned 
that DBT has a lack of planned family involvement (Bloomgarden, 2005).
Service users with a diagnosis of BPD have felt that NHS services are 
removed as soon as an improvement is noticed (NIMHE, 2003). It is a 
strength of DBT that the ending of a therapeutic relationship is carefully 
planned. Withdrawal of therapist contact is extremely gradual so that by the 
time service users must manage by themselves, they have the resources to 
do so. Aspects of DBT practice, such as making a set of index cards for 
service users to keep at hand showing the different strategies they could 
enlist in a tricky situation, are useful to have in my own therapeutic toolbox.
14
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4.2 DBT - A Therapist’s Perspective
Any psychological model of treatment used in the NHS needs therapist 
backing. I believe DBT could be popular with therapists. The treatment 
manual gives clear directions about how to manage anxiety-provoking 
situations, such as parasuicidal acts, which may be reassuring for therapists. 
Also, although clinical psychologists receive regular individual supervision, 
DBT goes a step further and has structures in place to support a clinical team. 
Weekly group supervision, an opportunity to reflect and problem solve, must 
take place (Linehan, 1993a). I feel the group context is a helpful forum to 
discuss ideas and will help therapists to be sympathetic to a client’s distress 
without feeling overwhelmed.
However, even with a step-by-step guide to treatment, DBT therapists need 
to be compassionate, persistent, patient, believe in the efficacy of the 
treatment when the service user does not, and a have a willingness to take 
risks to reframe an issue in a new way (Linehan 1993a, 1993b). This 
combination of qualities demands a great deal from therapists and I feel this 
could exclude enthusiastic but inexperienced therapists, like me, from 
practicing DBT without intense training and supervision. As NHS community 
teams typically employ therapists of varying levels of expertise, should Trusts 
invest the effort and resources required to create DBT teams? My curiosity 
about this led me to examine the evidence base for DBT.
4.3 DBT - The Evidence Base
In 1991, Linehan et al. reported on a controlled trial of DBT compared to 
treatment as usual (TAD) for women who had all engaged in past and recent 
parasuicidal behaviour. After a year of treatment results were impressive: 
individuals receiving DBT had fewer and less medically severe episodes of 
parasuicide, were more likely to remain in treatment, and were less likely to 
be hospitalised. During therapy, DBT was not more effective than TAU in 
reducing depression, feelings of hopelessness, suicidal ideation or reasons
15
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for living, although once treatment finished, Linehan et al. (1994) reported 
improved general and interpersonal adjustment. However, at a 12 month 
follow-up there were no differences between the DBT and TAU groups on 
measures of parasuicide (Linehan et al., 1993).
As far as I am aware, the 1991 study was the first to evaluate a psychological 
intervention for women given a diagnosis of BPD that divided participants at 
random into DBT or TAU groups. This deserves acknowledgement and 
praise. However, only a small number of women were involved (20 DBT 
participants and 21 TAU participants remained in the study at 12 months). 
Such a small study limits the power of findings and may mean there were no 
real differences between the two treatments. I think it is also worth noting that 
Linehan et al. (1991) were unsure which part of DBT caused these treatment 
effects, and this is still the case (Linehan etal., 2006).
I think there were important differences between the experimental conditions 
which could have resulted in DBT’s superior results. For example, unlike the 
TAU group, DBT participants knew that if they missed four sessions in a row, 
they could not return to therapy. This might have made those receiving DBT 
feel more wanted and secure, and thus contributed to the higher drop out 
rate from TAU. Second, the TAU participants did not have group or telephone 
therapy, so I believe it is possible that the greater intensity of DBT caused the 
treatment effects. Third, although TAU participants were given alternative 
therapy referrals for a similar number of hours, they received therapy from 
different clinicians using varying approaches. Therefore, I think the results 
could imply that DBT is more effective than a number of other options 
considered together, but the question remains: would any of these other 
approaches studied singly be more effective than DBT?
However, other studies report similar findings to Linehan et al. (1991) using 
different methodology, therefore adding weight to their conclusions. In 
Holland, VerheuI et al. (1993) found that fewer people dropped out of DBT 
treatment than TAU (63% against 23%) and DBT led to a reduction in self-
16
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harming behaviours. At a six month follow-up, the benefits of DBT were 
sustained (van den Bosch etal., 2005). In the US, Turner (2000) studied men 
and women, and compared DBT to client-centred treatment in the community.
I noticed Turner (2000) improved on previous studies as the same therapists 
conducted both DBT and TAU, thus controlling for differences in therapist 
expertise and personal style. Also, DBT was modified so that both groups 
had the same number of treatment hours. However, the findings of Linehan 
et al. (1991) were replicated, and there were improvements on measures of 
anger, impulsiveness, depression and general mental health functioning in 
the DBT group.
Turner (2000) did not increase understanding of how long DBT treatment 
effects last for as there was no treatment follow-up. However, within six years 
of diagnosis, 75% of people with a BPD diagnosis who were severe enough 
to need hospitalisation achieve remission according to standard diagnostic 
criteria (e.g. Zanarini et al., cited in Fonagy & Bateman, 2007). This finding 
offers hope to service users, but makes it difficult to interpret longitudinal 
studies of BPD treatment effectiveness as symptoms might improve naturally, 
rather than because of a particular therapy.
Most of the research to date has been with women who are culturally similar, 
so I queried whether DBT would be effective for other service user 
populations. To develop a view on this, I looked at a group of people who are 
very different from those Linehan’s team studied. I worked in forensic 
services with male clients for four years so was particularly keen to find out if 
DBT has been used in this type of setting. In a high security hospital, 
Evershed et al. (2003) compared 18 months of DBT, altered to increase the 
relevance to male patients, with individual cognitive behavioural and group 
skills development. I feel this is a good TAU comparison because these are 
two of the normal components of DBT.
Evershed et al. found reduced seriousness of violence related incidents and 
reduced self-reported hostility and anger in the DBT group. Although these
17
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results must be interpreted with caution as only eight men benefited from 
DBT in this study and the control therapy was not carried out 
contemporaneously, I think this is an exciting application of DBT. It was able 
to be adapted easily to suit male clients, a ward based skills coach was 
available rather than telephone consultation, and the therapists involved were 
self-taught from the DBT manual. I feel this demonstrates that it is possible 
for DBT to be adapted to different settings in the NHS.
5. CONCLUSION
Original ideas are, in part, developed through insight, skill and the ability or 
good fortune to see novel relationships which have not been seen before 
(Boring, 1961). Applying such criteria in developing DBT, I certainly believe 
that Linehan has come up with an original idea. But not just that: she has 
made a huge contribution to the field and subsequent research studies have 
consistently found DBT to reduce self-harm, increase treatment retention and 
keep service users out of hospital, all of which are important considerations 
for the NHS.
However, the long-term benefits of DBT are less certain. There is doubt as to 
whether the improvements brought about remain for more than a year after 
treatment has finished and there is evidence that the impact of DBT on 
reducing depression and feelings of hopelessness in the longer term is 
minimal. Additionally, there has been a lack of research on the efficacy of 
DBT with populations other than women presenting with parasuicidal 
behaviours and a general lack of research on the efficacy of DBT in the NHS.
Further research is still needed to increase understanding of what the most 
effective components of DBT are and then how particular elements of DBT, 
or DBT in its entirety, could usefully be implemented in an NHS setting given 
the likely administrative, staffing and training challenges. More evidence is 
also required to understand whether the behavioural improvements targeted
18
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by DBT correspond with the principal needs of the majority of individuals 
diagnosed with BPD.
To conclude, I have learnt that it is very difficult to both assess the needs of a 
person diagnosed with BPD and target treatment, as individuals with the 
same diagnosis present so very differently and the same approach is unlikely 
to work for everyone. For this reason alone, DBT should not be considered 
the only option for individuals diagnosed with BPD: it is the moral duty of 
public services to offer choice in treatment to service users. The distress 
suffered by those with BPD therefore means that time and money must be 
spent in continuing to develop other effective treatments.
I believe the future for DBT in the NHS is uncertain. It is certainly effective at 
reducing distress in some contexts but as I have discussed, the model does 
not offer useful guidance on assessment and further research as to DBT’s 
effectiveness in an NHS community setting is required before any publicly 
funded implementation programme. I feel that the search for an effective 
model to assess and treat BPD should go on, but in the meantime, DBT 
could be of real benefit to many service users.
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MOVING BEYOND THE DISTRESS/ DISABILITY OF THE INDIVIDUAL: 
HOW CAN CLINICAL PSYCHOLOGISTS WORK WITH LOCAL 
COMMUNITIES TO REDUCE THE STIGMA AND DISCRIMINATION 
THAT LEAD TO SOCIAL EXCLUSION?
1. INTRODUCTION
The above question raises various issues for the work of clinical 
psychologists. There is no simple answer. Before P answer the question, I 
will first give some context to explain why reducing stigma and discrimination 
should be relevant to clinical psychologists. I will explain what is meant by 
“stigma” and “discrimination” and how they can lead to social exclusion. Such 
an analysis, of course, begs two further questions. First, what is meant by 
“social exclusion”? Second, why does social exclusion matter?
After discussing these aspects of the question, I will move on to consider how 
clinical psychologists can reduce stigma and discrimination. As part of this, I 
will look at a model to understand how stigma and discrimination can form 
part of a vicious cycle that may lead to social exclusion. I will evaluate some 
of the principles that have been adopted in successful interventions designed 
to reduce stigma and discrimination. I will also look at how clinical 
psychologists can carry out such work by engaging with some of the key 
accessible stakeholders in local communities, focusing on (i) education and 
training; (ii) overcoming barriers to employment; and (iii) developing socially 
inclusive mental health services.
Given the wide scope of the question, I have focussed on the experiences of 
working age adults with mental health difficulties and their relatives and
 ^ I have used the first person pronoun throughout this essay to make my own position on the 
question explicit.
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carers. This perspective is most relevant to the clinical work I have 
undertaken to date.
2. MOVING BEYONG THE DISTRESS AND DISABILITY OF THE 
INDIVIDUAL -  SOME PERSONAL AND PRACTICE RELATED 
BACKGROUND
2.1 Personal Interest
I chose to answer this question for two reasons.
First, I have had first-hand experience of the negative impact that stigma and 
discrimination can have by growing up with a younger brother who has a 
facial birth mark. People who do not know him can make hurtful remarks or 
stare, resulting in a loss of confidence for him in social situations and, often, 
a loss of desire to participate. I think this has made me particularly sensitive 
in my clinical practice to the ways that the service users and carers I work 
with can be made to feel different and socially excluded.
Second, there is evidence that service users and carers feel they do not have 
adequate access to psychological therapies and services (British 
Psychological Society (BPS), 2007). However, the purpose of applied 
psychologists is ‘to improve the psychological wellbeing of the population 
through working with individuals, families, teams, organisations and 
communities' (BPS, 2007, p.5, italics added). Psychological expertise can 
reach far greater numbers when psychologists are able to look beyond the 
distress and disability of an individual to have a positive impact on larger 
groups. This is a goal of clinical psychology that I am looking forward to 
engaging with as my career progresses. To explore how I might work with 
local communities to reduce stigma and discrimination is an exciting 
opportunity.
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2.2 What is “Stigma” and “Discrimination”?
2.2.1 Stigma
in ancient Greece, the term stigma referred to a physical brand or 
mark applied to social outcasts, indicating a socially devalued status 
(Goffman, 1963). Now, stigma has more of a psychological meaning. It 
refers to: (i) the majority distancing themselves from and limiting the 
rights of those in “devalued” stigmatised groups; (ii) the global nature 
of the denigration of these groups; and (iii) the internalisation of 
negative perceptions leading to a high likelihood of “self­
stigmatisation” (Hinshaw & Stier, 2008). A key point is that 
‘stigmatisation is not simply a product of cognitive processes and 
biases; it exists and perpetuates itself in the context of social 
inequality’ (Hinshaw & Stier, 2008, p.374). Therefore, individualistic 
explanations of stigma which ignore social power and inequality are 
inadequate.
Knowledge about mental illness and the effective treatments available 
has greatly increased amongst the general public over the last half 
century. It is concerning that mental illness receives nearly universal 
stigmatisation in spite of this (Hinshaw & Stier, 2008). In fact, stigmas 
associated with mental illness seem to be widely endorsed by the 
general public (Corrigan, 2000) and are difficult to counteract. Perhaps 
this is because there is little personal cost to the person who engages 
in stigmatising and denigrating a devalued group (Hinshaw & Stier, 
2008).
2.2.2 Discrimination
Discrimination is a particularly negative consequence of stigma and is 
arguably the most direct form of harm inflicted on those with mental 
health difficulties (Sartorius and Schulze, 2005). Discrimination is
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when individuals or groups in a society deprive or place limits on the 
rights of another individual or group. Discrimination is marked out from 
stigma by moving beyond cognitive stereotypes to actual behaviour 
which tangibly adversely affects the discriminated person’s rights, 
such as injustice in legislation or an unwillingness to employ people 
with mental health difficulties (Hinshaw & Stier, 2008).
2.3 How can Stigma and Discrimination lead to “Social Exclusion”?
Social exclusion is ‘what happens when society marginalises people so that 
they are not able to play a full and equal part in their community’ (Mental 
Health Europe (MHE), 2007, p7). It is when people are excluded from many 
different aspects of life and are often prevented from fully contributing to 
society.
People who suffer from mental health difficulties, particularly those with 
ongoing and complex needs, are particularly at risk from social exclusion. 
Mental illness strikes with a double edged sword.
First, the illness itself leads to skill deficits which have a negative impact on a 
person’s ability to fulfil many social roles. For example, people who use 
mental health services are four times more likely than average not to have a 
close friend; one-third say they have no one to “turn to” for help (Evans & 
Huxley, 2000, cited in Huxley & Thornicroft, 2003).
Second, the stigma and discrimination resulting from society’s reaction to 
their illness also leads to and exacerbates social exclusion. It can unjustly 
prevent a person with mental health difficulties from seeking and sustaining 
employment, friendships and independent living opportunities (Corrigan, 
2000). Indeed, research has shown that the negative consequences of 
stigmatisation outweigh any impairment caused by mental illness (Wright et 
al., 2000, in Hinshaw & Stier, 2008).
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The pervasive impact of stigma and discrimination that can lead to social 
exclusion for service users with a severe mental illness, and negatively 
impact on their families, is illustrated by this quotation from a sister about her 
brother’s schizophrenia (in Fink & Tasman, 1992, cited in Byrne, 2000, p.66):
‘For me, stigma means fear, resulting In a lack of confidence. 
Stigma Is loss, resulting In unresolved mourning Issues. Stigma 
Is not having access to resources...Stigma Is being Invisible or 
being reviled, resulting In conflict. Stigma Is lowered family self­
esteem and Intense shame, resulting In decreased self-worth. 
Stigma Is secrecy...Stigma Is anger, resulting In distance. Most 
Importantly, stigma Is hopelessness, resulting In helplessness.'
2.4 Policy Background
The government now recognises the devastating impact of social exclusion 
for people with mental health difficulties, not only for the individual but also 
for society. As a result, the topic of social exclusion has arguably never been 
more important. Stigma and discrimination leading to rejection (whether 
actual or feared) from the community has been identified as an underlying 
cause of the social exclusion experienced by people with mental health 
difficulties (Office of the Deputy Prime Minister (ODPM), 1Î004).
Social inclusion policy in the UK initially focussed on adults with mental 
health difficulties (ODPM, 2004) but has since moved or \ to recognise the 
needs of children and families (Social Exclusion Task Force, 2006, 2008). 
Across Europe, a comparison of effective practices to improve the social 
inclusion of people with mental health difficulties has been followed by policy 
proposals (MHE, 2007).
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2.5 Worsening Public Attitudes towards Mental Health Difficulties
Although the social exclusion of people with mental health difficulties is 
increasingly being acknowledged, much of the government’s suggested 
‘action’ seems to be producing more strategies and documents without 
actually improving social inclusion for those with mental health difficulties. 
This may be why there is no tangible evidence of a positive change in public 
attitudes towards mental illness.
A national survey of attitudes to mental illness carried out in 2008 showed 
that, since 2000, there had been a decline in the proportion of respondents, 
particularly younger people, showing a tolerant and understanding attitude 
towards people with a mental health difficulty (TNS, 2008). In some areas, 
contradictory attitudes were revealed. This is suggestive of public 
ambivalence. Although 70% of respondents to the 2008 survey agreed that 
the best therapy for many people with mental illness is to be part of a normal 
community, 41% disagreed with the statement that residents have nothing to 
fear from people entering their neighbourhood to receive mental health 
services.
3. HOW CAN STIGMA AND DISCRIMINATION BE UNDERSTOOD?
Before thinking about how clinical psychologists can work to reduce stigma 
and discrimination, I think it is important first for clinical psychologists to 
understand how the stigma and discrimination that occur in local 
communities can lead to social exclusion. I found an operational model of 
stigma devised by Sartorius (2000, cited in Sartorius & Schulze, 2005) 
particularly helpful in understanding the complex and vicious cycle of mental 
illness, its stigma and consequences for the individual (Figure 1).
According to this model, a “marker” (something perceived to be abnormal) is 
used by people to identify somebody with a mental health difficulty. This 
marker is “loaded” with negative connotations because of its association with
30
Professional Issues Essay
previous knowledge, including information given by the media and heard in 
the community. Once the marker is loaded in this way, any person who has 
the marker will be stigmatised, leading to negative discrimination and the 
many disadvantages that follow.
Figure 1: The vicious cycle of stigmatisation for the individual (Sartorius, 
2000)
Marker
LoadingLess
resistance
STIGMAGreater
disability
DISCRIMINATION
Low self 
esteem
Disadvantages
For me, this model offers hope for reducing stigma and discrimination. If the 
cycle can be interrupted at any one of the points in the cycle, stigma will not 
continue unimpeded. Sartorius and Schulze (2005) point out that there are 
many opportunities for change. Even if it is not possible to eliminate the 
stigma and discrimination entirely, it may be possible to reduce it or tackle 
the resulting discrimination.
Taking into account the context of a person with mental illness, Sartorius and 
Schulze (2005) construct a similar cycle to explain how relatives and carers 
are affected by stigma and discrimination (Figure 2).
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Figure 2: Cycle of stigmatisation for relatives and carers (Sartorius & Schulze, 
2005)
Disadvantages
Shame, guilt 
and worry
Increased 
stress for all
Reduced
reserves
Less support to 
service user
(Re)appearance of 
the stigmatised 
illness
The complex feelings of shame, guilt and worry experienced by relatives and 
carers (who can include friends and colleagues as well as family members) 
often create stress for those closest to a person with mental health difficulties. 
This can result in a reduced ability to cope emotionally and financially. 
Consequently, the environment offers less support and possibly less effective 
care for the person suffering mental heath difficulties. This may lead to other 
disadvantages such as broken links between family members, intensifying 
any stigmatisation and stress felt by everybody in the system and making it 
harder for their relative to recover (Sartorius and Schulze, 2005).
The models usefully highlight that relatives and carers, as well as the person 
they care for, can suffer from the effects of stigma and discrimination. The 
result of this is increased psychological distress for everybody.
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4. HOW CAN CLINICAL PSYCHOLOGISTS ENGAGE WITH LOCAL 
COMMUNITIES TO REDUCE STIGMA AND DISCRIMINATION?
So, what can clinical psychologists do about reducing the stigma and 
discrimination that can lead to social exclusion? As a profession, clinical 
psychology is committed through working with communities to reducing the 
stigma and discrimination of those with a mental health problem (BPS, 2008). 
Personally, I think this is entirely appropriate. As clinical psychologists work 
with many people who do not feel integrated within society, working to 
encourage their local community to include them could greatly improve 
quality of life.
In this section of my essay I will consider some useful general principles for 
clinical psychologists to bear in mind when working with local communities to 
reduce stigma and discrimination. I will then discuss some examples of the 
different ways clinical psychologists have been active in working with local 
communities.
4.1 Working from the Evidence Base
Clinical psychologists are trained to evaluate and work from existing research 
evidence. Some factors common to successful interventions to reduce stigma 
and discrimination have been identified by previous research and I will now 
highlight how the skills of clinical psychologists can be well utilised in such 
work.
In a recent report of the Mental Health Global Action Program, Sartorius and 
Schulze (2005) describe local interventions designed to reduce stigma and 
discrimination in 20 countries. They comment that the most successful 
interventions were those where short-term success was likely. This 
encouraged participants. Further, the more targeted an intervention towards 
particular individuals or a group, the more success it would tend to have in 
improving attitudes towards people with mental health difficulties. To my mind.
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knowledge of the psychological processes relevant to the development of 
stigma and discrimination, and of the different ways to motivate others, would 
help clinical psychologists in these areas.
Most importantly, successful interventions have been based on extensive 
information obtained from service users and their families. This research 
covered the culture in which they live, how stigma is manifested and how it 
could be addressed. This is essential for although ‘the process of 
stigmatisation is similar in different settings, what bothers people is different’ 
(Sartorius & Schulze, 2005, p. 169). Therefore, addressing what is of most 
concern for service users must be the priority for clinical psychologists.
At least one service user representative was involved in each project 
described by Sartorius and Schulze (2005). However, whilst this technically 
constitutes service user “involvement”, to me it has the danger of being 
tokenistic. I think a key role of clinical psychologists is to educate others 
about the expert role that service users and carers can play as colleagues 
and solicit their meaningful assistance to reduce stigma and discrimination. 
Clinical psychologists are well placed to be constantly aware of power 
differentials and the need for service users to have a voice independent of 
the agenda of other people.
4.2 Educational Interventions
Clinical psychologists have an in-depth understanding of mental health 
difficulties combined with strong communication skills. These skills can be 
used to help local communities understand, through educational interventions, 
that the “knowledge” of mental health difficulties from which stigma and 
discrimination can develop is often inaccurate.
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4.2.1 Working with schools
Although improved knowledge about mental illness can improve 
attitudes and social contacts, interventions that are purely educational 
give small and inconsistent effects (Hinshaw, 2007). Direct contact 
with service users is therefore more likely to decrease stigmatisation 
and discriminatory attitudes (Schulze et al., 2003).
Clinical psychologist Catherine Shell and colleagues (2008) designed 
and piloted an intervention to challenge mental health discrimination at 
a secondary school. Shell at al. co-facilitated four weekly teaching 
sessions with a mental health service user for two classes of 13 and 
14-year old children. The sessions used a psychosocial understanding 
of mental health difficulties. This was chosen as interventions using a 
biological understanding had previously been shown not to be 
successful in changing attitudes. Perhaps this was because a belief 
that mental illnesses have a biological cause is related to social 
distancing (Dietrich at a!., 2006) and fears that service users will be 
unpredictable (Read at a/., 2006). In my view, there is another problem 
with the bio-medical approach to mental illness. If mental health 
difficulties arise from ‘uncontrollable’ medical factors in the eyes of the 
public, it may reduce what people with mental health difficulties are 
deemed capable of and increase discriminatory behaviour.
Children who participated in the intervention showed a strengthened 
belief in psychosocial causes of mental illness and recovery. They 
also thought that people with mental health difficulties were not as 
‘different’ as they had previously thought. The children reported 
changes in attitude: reduced fear and social distance from service 
users and an increased empathy and desire to help people in 
psychological distress.
It has previously been thought that in populations where knowledge 
about mental illness is low to begin with (as is arguably the case in
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many schools), an intervention to increase awareness could actually 
increase stigma (Sartorius & Schulze, 2005). Shell et a/.’s work 
suggests this may not be the case with teenagers. In fact, carrying out 
targeted interventions with a large audience in schools could be a 
good use of a clinical psychologist’s time. It is known that the 
stigmatisation of mental illness is active in middle childhood (Harris et 
al., 1992) and that children who have themselves been the subject of 
stigmatisation are particularly likely to discriminate against others 
(McKown & Weinstein, 2003). Further evidence for the effectiveness 
of this type of intervention could be provided by considering whether 
there are decreases in discriminatory behaviour as a result.
4.2.2 Working with staff groups
It is not uncommon for health care professionals to show stereotyped 
attitudes towards mental health difficulties (Rusch et al., 2005). Whilst 
on placement at a Community Learning Disabilities Team, I learnt 
about an intervention designed to improve knowledge and 
understanding of mental illness amongst staff working at a residential 
home. The staff group were particularly challenged by the behaviour of 
a woman who had a learning disability and diagnosis of borderline 
personality disorder. The staff had consequently developed some 
stigmatising attitudes towards her.
A lack of staff understanding in this area is not surprising. Supporting 
people with personality disorders has historically not been seen as a 
priority within learning disability teams, nor was it specifically 
mentioned in two recent government publications on personality 
disorder, which is arguably discriminatory in itself (National Institute for 
Mental Health in England, 2003a, 2003b). There are also numerous 
difficulties for clinicians in establishing a diagnosis of personality 
disorder in addition to a person’s learning disability (Quinn, 2008).
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To help staff understand the difficulties faced by this woman, learn 
ways to support her and each other and to reduce stigmatising 
attitudes, a training package was delivered. Staff feedback on the 
training showed that understanding the possible reasons for behaviour 
they found challenging and knowing how to intervene positively and 
successfully led to more tolerant and less stigmatising attitudes.
By proactively and indirectly helping service users through educative 
work with staff, I think it is possible for clinical psychologists to reduce 
stigma and discrimination by those staff recognising and correcting 
harmful and inaccurate beliefs in themselves and others. This could be 
an area for future research.
4.2.3 Issues to be considered when clinical psychologists undertake 
educational interventions
A criticism of educative work carried out to date is that researchers 
have not assessed the effect of pre-existing attitudes on how content 
is processed (Boysen & Vogel, 2008). With their extensive research 
training, clinical psychologists can therefore have a role in 
understanding this. It is not clear, for example, whether people who 
are happy to spend time with someone who has mental health 
difficulties are less likely to endorse stigma than those who avoid such 
opportunities.
There is also evidence that different forms of mental illness are 
stigmatised differently (Crisp etal., 2000). Indeed, the stigmatisation of 
relatively less severe forms of mental illness has been put forward as 
a research priority (Hinshaw & Stier, 2008). There is a possibility of 
educative interventions having multiple outcomes. As mental health 
stigma is a multi-dimensional concept, there is a danger that an
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intervention could reduce one stigmatising attitude but increase 
another (Boysen & Vogel, 2008).
Clinical psychologists may also have to overcome some barriers to 
this type of work. For example, Sholl et al. (2008) found that most 
schools they approached were not interested in participating. However, 
I certainly do not see initial resistance to a new idea as a reason to 
give up. Clinical psychologists regularly face this in a therapeutic 
context. Gentle persistence could help to increase interest, through (i) 
meeting potential services in person rather than by telephone, and (ii) 
marketing the potential benefits of an intervention to participants, 
based on research evidence.
4.3 Overcoming Barriers to Employment
The psychological benefits of having a job are well documented (e.g. Evans 
& Repper, 2000) and it is a government priority to help people with mental 
health difficulties to find work (Care Services Improvement Partnership 
(CSIP), 2006).
However, only 24% of adults with mental health difficulties have a job and 
fewer than four in ten employers say they would consider hiring somebody 
with a history of mental health difficulties (OPDM, 2004). Clinical 
psychologists have worked to raise awareness of and reduce the many 
barriers facing people in finding and keeping a job.
One such barrier is benefit dependence. The benefits system is complicated 
and causes confusion among those who most need to use it. Clinical 
psychologists in Northumberland (BPS, 2008) have worked not only with 
service users but also other agencies, such as local policy makers and 
mental health staff, to provide information on the benefits that service users 
are entitled to in the transition to work. Financial support in the early days of 
finding employment is a pre-requisite to being able to work. How else can
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somebody access, for example, transport to interviews and appropriate 
clothing?
Another barrier is that employers can have a stigmatising attitude towards 
people with mental health difficulties. Again in Northumberland (BPS, 2008), 
a group of service users and service providers were facilitated by clinical 
psychologists to work with local employers and businesses with the aim of 
improving access to employment for people with mental health difficulties. 
The group has thereby raised awareness of ways for companies to employ 
and retain people with mental health difficulties who would like to work. 
Clinical psychologists in the group have also developed resources for 
employers on how to keep workplaces healthy. This has made the skills and 
knowledge of clinical psychologists accessible to these key stakeholders in 
the local community. Mental health promotion in the workplace is an 
important area to become involved in as, for some, the workplace can be a 
cause of rather than protect against mental health difficulties.
South West London and St Georges Mental Health Trust runs a successful 
service user employment programme, which supports employment within the 
trust on the same basis as other employees. Since 1999, at least 15% of 
employees have had personal experience of mental health difficulties (Rinaldi 
et al., 2004). Under the guidance of clinical psychologists, ongoing support 
for those who take up employment is tailored to an individual’s needs and 
preferences (Perkins et al., 2001, cited in Rinaldi et al., 2004). In recognition 
of the right to choose work based on interests and lifestyle, schemes are also 
in place to support service users to find and have success in a range of other 
occupations (Rinaldi et al., 2006). However, finding work is likely to become 
harder in the current difficult economic climate.
4.4 Developing Socially Inclusive Mental Health Services
Alienation from others and a low motivation to seek treatment are cruel but 
common consequences of suffering mental health difficulties. Receiving
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effective and evidence-based treatment is therefore essential both for 
symptom relief and stigma reduction. Although such individual treatment 
cannot, on its own, reduce stigma, if whole communities can access care 
then it would help to change public perception that mental illness is disabling 
and intractable (Hinshaw & Stier, 2008). Further, ‘the advice and treatment 
people receive from health and social care services is critical in enabling 
people to fulfil their aspirations' (OPDM, 2004, p.6-7).
Clinical psychologists are expected to take a leadership role in mental health 
teams. In Glasgow, five different primary care mental health teams (each led 
by a clinical psychologist) have socially inclusive working practices built into 
team objectives (see CSIP, 2007). A primary aim of the teams in this 
deprived city is to raise awareness of common mental health difficulties and 
counteract stigma, moving beyond an individual therapy service to offer more 
comprehensive options based on the needs of the whole community (White, 
2008).
A range of interventions such as groups, self-help books, self-referral clinics, 
telephone support and DVDs are sensitive to the needs of different social 
groups and can be easily accessed. Activities such as book groups and a 
free exercise class help service users remain part of their community and 
maintain social contacts. Workshops and events with proactive and positive 
titles, such as ‘Fancy a Fresh Start?’ or ‘Good Mood Week’, are publicised 
widely to communicate to the public that it is ok to talk about mental health.
A brochure explaining the services is available not just in health care settings 
but also, for example, at pubs, churches and cafes. Recognising that the 
same access point for services is not appropriate for all clients is in itself 
socially inclusive and shows an understanding of the diverse nature of 
different social communities.
In my opinion, the chance to “self-refer” direct to a tailored service is 
empowering for service users and allows them to take responsibility for their
40
Professional Issues Essay
own mental health. These services promote recovery whilst staying 
connected to others and meaningful activities. Attendance rates speak for 
themselves. A didactic evening class on ‘stress control’ regularly sees over 
100 people assembling (White, 2000, cited in White, 2008).
However, clinical psychologists cannot rest on their laurels; other classes are 
under-subscribed. White (2008) believes that learning to advertise effectively 
is the key to informing diverse communities about services and that local 
media should be used where possible. For me, ‘selling’ what we do and how 
it can help people is a key skill which clinical psychologists will increasingly 
need to use.
Similarly, inclusive practice was demonstrated by Harding and Hamlin (2006). 
They set up a quarterly nightclub event at a local student union for people 
with learning disabilities aged 18-35, each of whom had identified themselves 
as single and wanting to socialise. Although some may argue that this does 
not reduce stigma as a service user group is effectively being separated from 
others in society, I think that the opposite is true.
The nightclub offers opportunities, usually only available to those without a 
learning disability, such as a late finish, alcoholic drinks and the freedom to 
meet new people in a venue with its regular staff. Party-goers can socialise 
with over 200 people, many outside their usual social networks and who are 
not being paid to care for them, something which can be rare for this group. 
The nightclub also offers a sense of belonging to a targeted group, 
decreasing self-stigma about being different. People without a learning 
disability can choose to access similar social opportunities by, for example, 
going to bars which advertise they are for men or women (Harding & Hamlin, 
2006).
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5. CONCLUSIONS
It is clear that psychological therapy alone cannot alleviate the distress 
caused to individuals, service users and carers alike, by social exclusion. 
However, clinical psychologists can use their skills (particularly an in-depth 
knowledge of mental health and an ability to quickly build positive 
relationships) to understand the complexity of attitudes towards mental health 
difficulties and design successful interventions to reduce stigma and 
discrimination.
I have come to realise that I can contribute to positive change in many ways. 
Effective educational interventions to reduce stigmatising attitudes have the 
potential to improve the well-being of those with mental health difficulties. I 
am hopeful that it will be possible for me to use educational interventions and 
training to contribute to reducing stigma and discrimination in the course of 
my work.
Focusing on the negative impacts of mental illness may well reduce a service 
user’s aspirations and lead to a disabling lack of confidence. Therefore, it is 
important for clinical psychologists to convey the message to service users, 
their families, mental health staff and employers alike that employment is a 
realistic option for many with mental health difficulties. In addition, early and 
prompt access to socially inclusive mental health services reduces the risks 
of social exclusion. I would like to use the whole range of skills at my disposal 
to develop such services in the future.
As a qualified clinical psychologist I will be able to tune into the needs of my 
local community in terms of its demographics, employers, educational 
establishments, voluntary services and service user led groups, enabling me 
to work with others to develop the means to reduce stigma and discrimination. 
Working in the areas of education and training, overcoming barriers to 
employment and developing socially inclusive mental health services do not 
constitute an exhaustive list of possibilities. Although I have focussed on the
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social exclusion of working age adults for this essay, this does not reduce my 
professional responsibility to consider the same issues across the lifespan.
There has been some good work to date to tackle the social exclusion which 
is so deep-rooted in our society, yet a long way to go. In working towards this, 
it is important to remember that clinical psychologists will not be able to help 
reverse stigma and discrimination without the effective engagement of other 
sectors of society. The socially inclusive practice I have described could not 
have taken place without clinical psychologists having support from 
colleagues, managers and organisations outside mental health services 
(BPS, 2008). Further, reducing stigma and discrimination needs a 
combination of altered laws and social policies and efforts to change attitudes 
in individuals if change is not to be piecemeal and even counter-productive 
(Hinshaw & Stier, 2008).
The rights afforded to members of society must apply equally to those with 
mental health difficulties. By understanding the causes of stigmatising 
attitudes and discrimination in local communities and effective ways to 
reduce them, clinical psychologists can have a significant positive impact on 
the quality of life of service users and carers.
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PROBLEM BASED LEARNING: REFLECTIVE ACCOUNT
On day two of the doctorate in clinical psychology course, trainees were 
divided into four Case Discussion Groups (CDGs). We were informed we 
would meet regularly in these groups throughout training. Each group was 
given the same task: to deliver a presentation to the other CDGs entitled The 
Relationship to Change' in five weeks’ time.
I begin this reflective account by summarising how our group tackled the task. 
I then reflect on my own learning and role in the group process, and the 
changes which took place in the group over the five weeks. Throughout I 
consider how my reflections relate to my first few months of clinical practice.
1. SUMMARY: OUR RELATIONSHIP TO CHANGE PRESENTATION
During our first meeting, the group brainstormed ideas for a presentation 
topic. We decided to use a current news story -  the disappearance of 
Madeleine McCann -  as the context for the topic of how the media influence 
change at both an individual and societal level. At the next meeting, we 
discussed research on psychological theories relating to this topic we had 
each individually carried out (e.g. DiFonzo & Bordia, 2007; McMath & 
Prentice-Dunn, 2005). We started to plan how to present the material.
By the end of our third meeting, we had decided to concentrate on three 
areas: (i) the creation of fear by the media; (ii) the persuasive powers of the 
media; and (iii) models of social constructivism, which place importance on 
culture and context in understanding the effects of the media. In our final two 
meetings we created and practiced a role play of a television news show 
discussing how the media influences change.
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2. BEGINNING THE TASK
I found the first five weeks of the course an exciting, exhausting and difficult 
time. I was getting used to a long commute and being in an academic setting 
again. I changed career to start the course, and, although proud that I had 
managed to do this, the intensity of the induction period was my first 
realisation that combining the course with other parts of my life was not going 
to be easy. In the context of these changes, I remember feeling that our task 
seemed vague and undefined.
Our group was instructed to meet for the first time directly after we had heard 
what we must do. Our first task was to decide on a scribe and a chair. We 
decided that we would prefer to have a different chair and scribe each week. 
This, I can now see, was an early indication of consensus building and 
concern for a fair distribution of work in our group.
I was positive and full of anticipation. Here was my first chance to get to know 
six other people who would influence my journey through clinical training 
perhaps more than any other group. I did not feel anxious or nervous. This 
was probably because of my previous career experiences, which include 
chairing meetings and being part of different teams. However, other 
members of the group, who would have come to the course with different 
experiences, may not have felt as relaxed.
We sat in a circle with our facilitator, who rarely spoke in the hour we were 
together. I was puzzled by both the nature of the task and the lack of 
participation by our facilitator. In this situation, newly formed groups ‘look to 
the leader for structure and answers, as well as for approval and acceptance’ 
(Yalom, 1985, p.302). This was not forthcoming and I felt less confident in 
what I was saying as the meeting progressed. I thought at the time what a 
contrast this was to undergraduate group work, when student ideas are 
regularly corrected, supported and modified by a tutor. This was my first
50
Problem Based Learning Reflective Accounts
awareness of how doctoral level learning, which comes with a responsibility 
for developing one’s own ideas, differs from my previous learning 
experiences.
For the duration of this first meeting, the environment felt uncomfortable and 
there were some long silences. Perhaps because of this, each group 
member was very supportive of the others. It seemed important that we stick 
together as a group and did not threaten group cohesiveness with 
disagreements. On reflection, I think this served to make our facilitator into a 
distant, different, ‘other’ (Papadopulos, 2002).
At one point in that first meeting I suggested that we try and focus the 
discussion and work out what specific relationship and what change we could 
look at. Our facilitator commented that we should keep our discussions broad 
and not come to a conclusion too quickly. This is in contrast to my previous 
career when my role was often to focus a team’s thoughts and move towards 
a decision fairly rapidly, to ‘get things done’ rather than prioritise thinking 
things through at length and in depth.
This reflection has stayed with me during my first few months of clinical 
practice. For example, I have been working with a young woman who has 
experienced extensive trauma. It has not been easy to gain her trust and an 
essential part of the process of developing a therapeutic alliance has been to 
progress gradually. We have added to her story week by week to work out 
what would be most helpful to include in a therapeutic plan in a reflective 
manner.
I started to enjoy time with my CDG from our second meeting. A large part of 
this was due to how much fun the meetings became. Humour was an integral 
part of the process and was used to bond together as a group and help 
diffuse potentially awkward situations. This is not unusual for me. I make use 
of humour in therapy sessions where appropriate, to facilitate the 
development of rapport with my clients (Mann, 1991). It has also been
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suggested that humour in clinical work can encourage and nourish creativity 
in clients when they are faced with seemingly insolvable problems 
(Milenkovic, 2007).
In our second CGD session, we had a discussion about how best to manage 
our workload for the presentation. We opted to restrict working as a group to 
the five CDG sessions we had been timetabled, and not to spend much time 
on the exercise outside of university. I learnt that other CDGs organised extra 
meetings, and have therefore since reflected on why we did not. Certainly our 
presentation was just one matter to get to grips with in the first few weeks 
and we prioritised accordingly. In addition, we all had lengthy daily commutes 
to and from university and consequently had little free time. Limiting the 
number of times we met was effective for us: we got the job done in the time 
available.
Nearly six months later, it has become apparent that I need to set similar 
boundaries in my own life. The course workload and commutes mean that 
work cannot simply occur between 9am and 5pm on weekdays. I need to 
divide the hours I am not at university or on placement into work, family and 
leisure time to ensure that I have time for each important part of my life. This 
is an ongoing balancing act, but one that will allow me to make the most of 
both clinical training and life outside work.
3. MEDIA TREATMENT OF VULNERABLE INDIVIDUALS
Over the course of the five weeks, I paid particular attention to how the 
McCann family were treated by the media following the disappearance of 
their daughter. It was striking that many children go missing all over the world 
with no accompanying media coverage. For example, in China, 70,000 
children go missing every year (Dispatches, 2007). Not every parent is able 
to access the resources required for a world wide campaign for their child's
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safe return but it is clear that a white, middle class, professional British 
couple can.
A similar situation applies to access to mental health services. There are 
some services that only a small section of society can access. One client 
informed me that if he could not obtain NHS treatment quickly enough then 
he would pay to see a psychologist privately. I attend a monthly group for 
carers of relatives who are suffering from enduring mental health problems. It 
is noteworthy that many carers have difficulty in finding out accurate 
information about the services available for their family member.
As a group, we noticed that there was a clear shift in the media from 
sympathy for the McCann family to active dislike and persecution. The media 
constructs and stigmatises service users with mental health problems in 
similarly extreme ways. People with mental health difficulties are commonly 
portrayed as either ‘passive and rather pitiful' or ‘violent and dangerous' 
(Foster, 2006, p.285). However, this depends on social context. When Paul 
Gascoigne was sectioned under the Mental Health Act recently, press reports 
were sympathetic and positive about his mental health needs (The Sun, 
2008).
4. PRIVATE REFLECTION
As suggested to us in the first week of the course, I started to keep a 
reflective journal, noting my thoughts at the end of each day of the induction 
period. I had not kept a journal before, but thought it would be worth trying. It 
has been useful to help me recall my thoughts during the first five weeks for 
this piece of reflective writing.
However, much to my surprise, I have continued my journal to date because I 
find it so useful. I have learnt that I am able to ‘catch' and record private 
thoughts which I think would otherwise be lost. If I am too tired to reflect at
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the moment of writing, by jotting my thoughts down, I am able to reflect later.
I now consider my journal invaluable as a non-judgemental sounding board, 
and writing in it as an opportunity to explore my thoughts, hopes, fears and 
experiences, both at university and on placement.
It is certainly true for me that writing down experiences fosters critical thinking 
and makes some evaluation more likely (Howard, 1997). Sometimes, my 
reactions to clients and their presenting difficulties have taken me by surprise. 
It is only by writing about this and re-visiting my journal entries, with the 
benefit of a fresh perspective, that I have been able to start to understand my 
feelings. This has directed further reading or discussions with my supervisor. 
Similarly, one client I am seeing who is keeping a daily journal has been 
taken aback by how therapeutic she finds writing about her distress. Once a 
thought or experience is down on paper, she tells me that she finds it easier 
to understand and feels less hopeless. There is some research evidence to 
show that confronting upsetting experiences by writing about them can be 
beneficial in reducing subjective distress (Pennebaker etal, 1988).
5. CONCLUSION
We wanted our presentation to highlight for the audience, in a fun and 
enjoyable way, how the media can impact upon them personally. Learning is 
often most fun when it does not feel like learning, and I think this is a strength 
of the way we approached the task. I enjoyed doing our presentation and our 
group was pleased to receive mainly ‘excellent’ ratings from the watching 
tutors. However, perhaps our understanding of how this task was impacting 
on us at the time would have increased if we had set time aside for reflection 
as we went through the process. As we did not do this, I query whether we 
attached less importance to the task than the chance to get to know each 
other in the confusing first few weeks.
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Most of my reflections and the links I have made with clinical practice came 
when I had time to think about it, once the task was nearing completion and 
in the weeks since. I have learnt that reflection is not something that just 
‘happens’. What I feel has been essential for reflecting on this exercise, and 
will be as I continue on my journey to be a clinical psychologist and beyond, 
is creating dedicated time and space to reflect.
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PROBLEM BASED LEARNING: REFLECTIVE ACCOUNT
1. THE TASK
At the beginning of my second year on the clinical psychology training course, 
a Practice Based Learning (PBL) task was timetabled. I had completed a 
similar exercise at the beginning of my first year. However, this time, instead 
of working in our familiar year group-based Personal and Professional 
Learning Development Groups (PPLDGs), each trainee was allocated to a 
new group of six or seven people. My all female group consisted of two other 
second year trainees, that I knew well, and three third years who I did not 
know. For the first time, the groups had no facilitator from the course team.
Each group was given the same vignette entitled ‘Working with People in 
Later Life, their Families, and the Professional Network'. This told us some of 
the background history and current situation of ‘Mr Nikolas', a 69 year old 
man, who had been referred to the psychology department for assessment of 
his short term memory problems and his needs for care. We were given 
some information about the opinions and circumstances of Mr Nikolas' family 
and close friends and the views of the professionals they had come into 
contact with (see Appendix 1 for more information). Each group was asked to 
use the vignette as a springboard to develop a 15 minute presentation.
In this reflective account I will first set out my initial thoughts on the task and 
my new PBL group. I will then comment on aspects of the group process and 
give some personal reflections on the task and my learning. I will also 
demonstrate how this learning has impacted on my clinical practice.
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2. INITIAL REFLECTIONS
My first reaction to the PBL task was one of excitement at the prospect of 
getting to know third year trainees. Throughout my first year, I had made an 
effort to be friendly to trainees in the other year groups when I could, but 
there were very few occasions when the different year groups were 
scheduled to meet. I had reflected that this was a lost opportunity for 
friendship and mutual support through the shared experience of clinical 
training and also beyond training, into our professional careers.
I felt a little out of my depth with the task, mainly as the vignette centred on 
an older adult and a complex family system. To date I have done little 
psychological work with older adults or families. However, I remember 
reasoning to myself that I felt similarly at the start of a new placement. Just 
as I managed to do at placement, I was confident that completing the 
relevant reading and thinking would help me gain an understanding of the 
new material.
I remember thinking that the vignette did not give any information about Mr 
Nikolas’ view on his situation and what help, if any, he wanted. Indeed, each 
service Mr Nikolas had come into contact with provided only an isolated 
snapshot of what was going on. I am currently working in a community team 
for adults with a learning disability where the situation for service users is 
often similar. It has been part of my role to understand the part that each 
professional plays in a client’s life, distil and draw together relevant 
information and include it in a coherent understanding of a client’s difficulties, 
one which other professional groups will find useful.
59
Problem Based Learning Reflective Accounts
3. GROUP PROCESS
Over the 29 days between the PBL launch and the presentation, our group 
met on five occasions. Each meeting was for about an hour at a time.
The group spent the first two meetings getting to know each other and 
familiarising ourselves with the material contained in the vignette. Each group 
member then developed their knowledge on a particular topic connected to 
the vignette and helped the rest of the group to understand it. We learnt 
about, for example, difficulties in diagnosing dementia in an older adult, life 
cycles and transitions, loss, attachment, financial and emotional abuse and 
the Mental Capacity Act. This led us to the idea of presenting an unscripted 
presentation of a clinical psychologist peer supervision session as a route for 
thinking about some of the issues raised in the vignette.
3.1 Starting the Task
Our first meeting was immediately after the launch of the PBL task. Two of 
the third years were unable to attend this meeting. The remaining four group 
members chatted about what was important to us when completing a PBL 
task. For all of us, demonstrating a reflective capacity about the exercise as 
we progressed was important, especially for the second years as this had 
been identified as a learning need for us after our first PBL exercise. We also 
wanted to use our preparation and meeting time efficiently.
At our next meeting a week later, we met the second third year group 
member. It was not, however, until our third meeting that all six of us could 
make the session and finally all meet together. On reflection, this ‘staged’ 
way of meeting new third year group members, resulting in a smaller group 
for the first two meetings, worked well for the second years. It allowed us to 
focus on getting to know each new person and understanding their 
perspective on what we had to do. On placement, meeting first with a client
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and then, gradually, with relatives, friends and carers, has served the same 
function.
The two group members who could not initially attend group meetings may 
have been apprehensive at what the new group was like. However, the third 
year who was present from the start kept them up to date with what we had 
talked about through emails addressed to the whole group. I liked the 
consensus-building approach she took, stating that even though the group 
had made some progress in thinking about a presentation, everything was 
still open for discussion. I think this helped to create a non-competitive and 
co-operative environment.
3.2 Developing our Thoughts about the Vignette
One of the parts of the process I most enjoyed was our initial discussions 
about Mr Nikolas, his family and the professional network. Each member of 
the group talked about what they were curious about and found interesting. 
We all commented how we had appreciated the opportunity to work free of a 
facilitator, being led entirely by our own ideas.
As is encouraged in peer supervision, we tried to “suspend the urge to know 
in favour of sustaining an openness to a multiplicity of meanings” (Pawl et al., 
2000, cited in Thomasgard & Collins, 2003, p.307). In fact, group reflections 
on how interested we were in each other’s thoughts and how this helped us 
to see the family in different ways led on to the idea that peer supervision and 
support could be a useful forum. Usually, these thoughts are lost when one 
or two aspects of a PBL exercise discussion are transformed into a 
presentation.
The group discussions helped me to think widely about Mr Nikolas and the 
difficulties he and his family were experiencing. I think this has helped me to 
think similarly on placement. For example, I have been working with two 
sisters in their fifties who both have an autism spectrum disorder and live
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together in their own home. The younger woman is a carer for her older sister. 
To try to account for the unwillingness of the older sister to go outside the 
house, it was necessary to consider many different factors without unduly 
preferring any one particular knowledge set.
3.3 The Presentation
When the group met before the presentation, there was a real sense of ‘we’re 
in this together’. Although we had a vague running order, we did not plan in 
any detail what we would say but instead relied on the other group members 
to help the process along.
During the presentation we talked about the aspects of Mr Nikolas’ situation 
we felt confused about. There was good eye contact and the session felt very 
‘real’. This demonstrated the trust that had built up between group members.
Afterwards, our audience commented that they wondered if we had had a 
script as it all seemed to flow together well. Key to this, I think, were three 
factors: (i) appropriate improvisation relating to topics which had been well 
thought through; (ii) making well timed points; and (iii) being supportive of the 
other people in the group. These are all key professional skills for work as a 
clinical psychologist. It was suggested that visual aids could have helped the 
audience engage with what we said, which is something for us to remember 
for future presentations.
Written feedback highlighted our equal sharing of the space and a thorough 
exploration of relevant issues as strengths. These are both aims of peer 
supervision, along with providing emotional support and promoting 
educational development and problem-solving skills (Burack et a/., 1991). I 
wondered whether peer supervision would run less smoothly if the group 
members were not female trainee clinical psychologists of a similar age and 
ethnicity or if the viewpoints of different professional groups had to be 
incorporated. However, the limited available evidence suggests otherwise:
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peer supervision can enhance communication between professional groups 
and help individuals develop a greater awareness of their competencies and 
learning needs (Thomasgard & Collins, 2003).
4. PERSONAL REFLECTIONS
Although I started the PBL task thinking that the third years’ knowledge base 
would be much greater than my own, I now realise that we all have our own 
areas of expertise. I became more comfortable as the weeks progressed with 
what I knew and how best to raise this.
I chose to consider whether Mr Nikolas was being abused financially. I learnt 
that financial abuse can be defined as ‘the illegal or improper use of a 
person’s finances or property by another person with whom they have a 
relationship implying trust’ (Setterlund et al., 2007, p.600) and about different 
scales to measure financial abuse (Adams et al., 2008; Kemp & Mosqueda, 
2005). This new knowledge has been useful material for me to consider 
during my learning disabilities placement.
Group discussions on the process of completing the PBL task helped me to 
reflect on issues I may not have thought about otherwise, such as how much 
of the behaviour described in the vignette happens normally in families and 
whether Mr Nikolas’ family is that different from my own. We reflected at the 
time that it was much easier for us as professionals to look outwards, at other 
people’s difficulties, rather than inwards, to our own situation. Sharing 
emotional responses to our daily work is an important part of peer 
supervision (Burack etal., 1991).
The PBL exercise has been a reminder of the importance of reflecting on 
different aspects of my work with somebody who may challenge my views 
and help me to see a situation in a different way. I have since created 
opportunities for this type of discussion at placement. For example, after 
carrying out a cognitive assessment on a young woman with a learning
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disability whose baby had been removed from her care, I started a discussion 
with my supervisor taking the perspective of that service user. My supervisor 
helped me to think about the same situation from the perspective of the 
social worker who was responsible for the safety of an infant and had some 
difficult decisions to make.
5. CONCLUSIONS
At the beginning of the PBL exercise, the group aimed to demonstrate a 
reflective capacity about how we worked as a group and to complete the task 
in a time limited way. We achieved these aims and I discovered another 
benefit: my three new friends in the third year. It was useful to talk about 
different placements and the various successes and problems that our group 
members had had during the course. We also shared resources and coping 
strategies we had found helpful. This all reinforced for me the importance of 
peer support at work.
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7. Appendix 1 : PBL task vignette
Title: Working with People in Later Life, their Families, and the Professional
Network
Problem Based Learning Exercise 
What is the problem? Who has the problem? What might happen?
Mr Nikolas is 69, and has been referred to the psychology department for 
assessment of his short term memory problems, and his needs for care. The 
allocated social worker thinks Mr Nikolas is not looking after himself properly -  his 
fridge has out of date food, his clothes are not well washed, and his toilet and 
bedding are unclean. His GP thinks he is managing well. During the period of 
assessment, Mr Nikolas’ son Alexander accused Mrs Edwards of financial abuse 
against his father. Social services invoked the Court of Protection and his divorced 
wife agreed to manage his financial affairs. Mrs Edwards, his new non-residential 
partner, was asked by the family not to visit their father/ ex-husband any more, in an 
angry doorstep confrontation at her home by the older son. Mrs Edwards contacted 
the same psychology service and asked for their help. Mrs Edwards gave her 
version of events to Mr Nikolas’ two older sisters, who both live abroad.
Some Background information
Mr Nikolas is the son of a Russian Jewish émigré who married a white English east 
end Londoner. His father left his mother when he was seven and he has no 
subsequent contact. He was raised within the CofE tradition of Christianity, and 
holds a faith base. It was not until he was a mature adult that he learned of his 
father’s origins at the time of his mother’s death. He had always been told his father 
was an Englishman.
When he was 33, Mr Nikolas married a white English woman who was 15 years 
younger than him, from a Catholic background. She is not practising. They divorced 
at her instigation 6 years ago. She had spent the majority of their marriage in receipt 
of a diagnosis of major depression, with bouts of counselling, prolonged anti­
depressant medication use, and so on. Following the divorce, she was able to cease 
prescription medication use, took up local employment, and developed a new
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friendship circle. Her older son called her a ‘whore’ when he discovered she was 
seeing another man, romantically.
So, Mr and Mrs Nikolas had two sons, Alexander and James, both now in their 
thirties. James lives abroad and does not keep much in contact with his father. 
Alexander is local, runs a small business and is married to a woman who struggles 
with eating distress and fears of contamination, such that she des not allow their two 
small children to play in the garden. The family do not discuss these matters.
Mr Nikolas has two older sisters, both of whom live in Australia and are not well 
enough to travel to the UK, but wish to be involved in decision making about the 
future care of their brother.
Mr Nikolas was devastated by the divorce and the need to sell the family home for 
the divorce settlement. He moved to a small property nearer his older son and two 
grandchildren. He spent a few years on his own, walking miles every day, and 
shunning company. Eventually a friend persuaded him to join a local history society 
and he became involved in escorting visitors and tourists around museums. There 
he met Mrs Edwards, a white English divorced woman 2 years older than him. She 
is financially independent and owns her own home. She has part-time employment 
with a stately home in the area, and was a children’s nanny most of her life. She has 
a chronic debilitating health condition that results in joint pains. She has no children 
and no living relatives. She has an active friendship group.
Mrs Edwards and Nr Nikolas became friends and then their relationship became 
romantic and sexually intimate. They have been together for 3 years. They kept their 
separate houses, and spent time in each other’s home, Mr Nikolas asked Mrs 
Edwards to marry him at the time the police instigated the removal of his driving 
license. He has been struggling with short term memory problems, and when 
stopped at a police blockade where police were redirecting traffic he refused their 
instructions and tried to drive on. The police officer recognised a ‘psychological’ 
problem and reported his behaviour to social services. The same police officer 
advised Mrs Edwards that Mr Nikolas needed medical attention. Mrs Edwards was 
uncertain and informed his older son who contacted social services. This resulted in 
the withdrawal of his license and the confiscation of his car by his older son. His ex- 
wife was observed to drive this vehicle subsequently by Mrs Edwards.
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Problem Based Learning: Reflective Account
February 2010, Year 3
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PROBLEM BASED LEARNING: REFLECTIVE ACCOUNT
1. THE TASK
At the beginning of my final year of clinical psychology training, a Practice 
Based Learning (PBL) task was timetabled. I had completed three such 
exercises during my first two years on the course.
Trainees were asked to work in small groups. I was allocated to an all female 
group of two other third year trainees that I knew well and four second year 
trainees I did not know. Each group was given the ‘problem’ of gauging how 
we would know whether the Improving Access to Psychological Therapies 
(lAPT) programme, launched in May 2007, was working. lAPT sets out a 
framework, as well as various actions, designed to improve the availability of 
NHS psychological therapies. Each group was asked to prepare a 
consultancy report in the form of a 15 minute presentation on how the 
effectiveness of lAPT could be assessed (see Appendix 1 for more details).
In this reflective account I will first set out my initial thoughts on the task. I will 
then comment on aspects of the group process and give some personal 
reflections on the task and my learning. I will demonstrate how this learning 
has impacted on my clinical practice. I will conclude this, my final PBL 
reflective account, by commenting generally about my own personal 
development as a result of completing these tasks over the course of clinical 
training.
2. INITIAL REFLECTIONS
At the outset, seeing another PBL task on my timetable, I felt that it was yet 
another thing to fit in amongst the many competing demands of the course. 
For this reason, and perhaps because I did not know very much about lAPT,
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the task seemed a little daunting. I thought back to my second year PBL task, 
when the third years I had worked with seemed to have a superior range of 
relevant knowledge to draw on. This memory made me curious to find out 
what it would feel like to be the more experienced year group (in terms of 
time spent on the course at least) for this PBL task.
3. GROUP PROCESS: REFLECTIONS AND LEARNING
Over the seven weeks between the PBL launch and presentation, our group 
met on five occasions. Each meeting was usually for around an hour.
3.1 Starting the Task
In our first relatively brief meeting immediately after the PBL launch, we 
thought about how we might like to work as a group. Third year trainees, 
myself included, had stronger views on this, perhaps reflective of our greater 
PBL experience.
We informed the others about strategies that had previously worked for us in 
group learning tasks, such as making meetings fun and relaxed. We also 
suggested adopting a focussed approach and meeting as few times as 
possible to get the task done. The second years were happy to work in this 
way. Looking back, we third years were not forceful but instead used the 
principles of transformational leadership in attempting to motivate and inspire 
the second years to put our suggested approach into practice (Arnold et al., 
2007).
3.2 Developing our Thoughts on the Task
Group members brought copies of relevant government publications about 
lAPT to our second meeting. This was in order for us to think about how lAPT 
was currently being evaluated (e.g. Department of Health (DoH), 2008a). As
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a group, we had considerable knowledge about research methods and could 
critically evaluate the outcome studies completed to date.
One of the other second years had previously worked for an lAPT service 
and had reflected on the challenges of assessing the effectiveness of lAPT 
based on her own clinical experiences of lAPT. Hearing her talk about lAPT 
in practice made the official documents seem removed from reality. For 
example, she highlighted the difficulties service users had encountered in 
accessing lAPT services due to GPs being the principal referral point. She 
also bemoaned the lack of lAPT outcome paperwork that was available for 
therapists to use on a daily basis. We started to question whether the issue 
of how effective lAPT services were would vary according to which 
stakeholder was consulted.
There was a respectful sharing of the meeting space and as a group, I think 
we started to realise that we all had different areas of expertise. On a related 
point, I have worked in Multi-Disciplinary Teams (MDTs) where the most 
junior person (sometimes me as the more junior clinician!) may be the most 
knowledgeable in a particular area. We reflected as a group how if MDT 
members can accept and make the most of such expertise, rather than 
feeling threatened, then it can lead to a better outcome for service users.
In this second meeting we discussed ideas for different types of presentation. 
In hindsight, as we were not yet clear as to what we would be presenting, it 
was perhaps too early to do this. Maybe we were driven by anxiety as to how 
we would get the task done, working in a new team, together with the rest of 
our workload. I can think of times during the course, especially during the 
second year, when I have felt like this on placement. This has changed for 
me in the third year: I recognised that taking on too much work at placement 
could leave me over-tired and anxious about having enough time to complete 
the work to the required standard. Through discussions with my mentor and 
clinical tutor, I was ultimately able to raise the issue with my third year 
placement supervisors, which has led to a more achievable workload.
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At our third meeting, we decided that we would like to use our presentation to 
champion different stakeholder perspectives on lAPT, presenting ideas 
through the concept of a television game show. Although we discussed 
various possibilities, “Challenge Anneka” was considered the most suitable: 
Anneka’s challenge would be to prepare a report for commissioners on how 
the effectiveness of lAPT could be assessed. Anneka would talk to different 
lAPT stakeholders, both health care professionals and potential service users, 
about what they wanted from lAPT and how this could be measured. There 
would be acting roles for an “Anneka” and twelve stakeholders (two for each 
of the remaining six group members).
It felt easy to make decisions in our group as no one view dominated. The 
discussions were light-hearted and any particular interest in a role that 
people had was accommodated. I noticed that if somebody’s preferences 
were accommodated in terms of a particular stakeholder that they wanted to 
research and think about, then that person would offer to take an unpopular 
choice for their second role. This helped to create a non-competitive and 
relaxed atmosphere as each group member felt valued. We each went away 
from this session with preparation to do for our speaking roles.
The group felt exclusively task-focused until our next meeting, when a third 
year colleague offered to host the session at her home near university. Out of 
our usual work setting, over lunch we started to get to know each other better 
and began to reflect on the process of tackling the PBL task. Productivity 
increased and we created a loose script for our presentation. When I have 
attended team away days on placement, the same principle applies: in a 
different environment, colleagues relax and there is the time and focus 
required to reflect on practice.
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3.3 The Presentation
We met for the final time on the morning of the day of the presentation. By 
this point, I felt part of a focussed and co-operative team effort. Other 
members of the group commented similarly.
We wanted our audience to learn by having fun and being entertained 
(Packer, 2006). We dressed up, discreetly switching costumes to become the 
relevant different stakeholders to be interviewed by “Anneka”. The setting for 
these meetings was either at a meeting of NHS professionals or ‘out in the 
community’. We also prepared two PowerPoint slides, the first a humorous 
attempt at defining lAPT (Appendix 2) and the second a summary of what 
each stakeholder wanted from lAPT (Appendix 3). Feedback for our 
presentation was good; it was considered ‘creative, entertaining and 
engaging’.
4. PERSONAL REFLECTIONS AND LEARNING
4.1 Learning about lAPT
I found this PBL task helpful to develop more knowledge about lAPT. In 
particular, as I had just finished my children and families placement, my 
thinking about such mental health services was broadened by considering 
how an lAPT service might be able to help young people suffering from 
mental health difficulties (Layard, 2008).
I now realise that our group focussed on the potential negatives of lAPT 
despite having evidence of some of its benefits for service users. We were 
certainly sceptical of lAPT’s stated future aims of meeting the needs of the 
whole population (DoH, 2008b), aware that this will mean different things to 
different people. This underlined for me how complicated evaluating outcome 
is, particularly as it is not possible to separate service user and organisational 
viewpoints. I now appreciate that lAPT has tremendous potential to improve
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mental health services (Turpin et al., 2008) and this may well benefit many 
different groups of service users (Ougrin, 2009).
4.2 A Leaderless Group?
Although the third years initially took more of a leadership role, I think the 
group quickly became leaderless (Costigan, 2009). This type of group 
worked, I think, as each group member was confident in their own skills and 
had nothing to prove, enabling everyone to contribute fully to discussions 
whilst also being willing to learn from other group members’ experiences and 
expertise.
I currently facilitate a Therapeutic Support Group for nine older adults with 
enduring mental and physical health needs. I have tried to gently encourage 
a similar ‘leaderless’ group atmosphere. To start with, group members looked 
to me to start discussions and provide responses to queries. This felt 
uncomfortable to me due to the imbalance in power between myself and 
group members. As the weeks have gone by, however, I have managed to 
increasingly step back to let group members take centre stage.
4.3 PBL Overview
As I look back over my clinical training and the four PBL tasks I have 
completed, the areas in which I have developed personally and 
professionally become clear. An area of great development for me has been 
learning to use an evidence base of research to inform my clinical practice. I 
also think that I have developed strategies to slow down my thinking in order 
to reflect on the work that I do, and indeed to do this more automatically 
(Brown etal., 2009).
There also seem to be areas in which there has been less change, most 
noticeably the fact that the PBL groups I have been involved with have 
always worked together effectively and enjoyably from the start. One key
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reason for this may be that although my colleagues have been of different 
ages, experiences and cultural backgrounds, we have been largely similar in 
terms of gender and how we think about different issues on our journey to be 
clinical psychologists. It will be useful to refer back in the future, for example 
when I attend MDT and multi-agency meetings, to the harmonious and 
constructive ways we managed differences in the PBL groups.
5. CONCLUSIONS
Our group presentation on how the effectiveness of lAPT can be assessed 
reflected collective confusion over lAPT’s role and ambitious targets. 
Developing this work has been useful preparation for engagement in such 
professional issues when I qualify. From an initial year group divide in terms 
of how we viewed the task, the group became leaderless due to the extent to 
which we learnt from each other and respected and valued other group 
members’ experiences and expertise.
Taken together, the PBL tasks have helped me to connect my different 
experiences at university and on placement. The process accounts I have 
written document my progress in terms of both my personal and professional 
development, evidencing the learning that I will carry forward with me into my 
work as a qualified clinical psychologist.
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7. APPENDICES 
Appendix 1 : PBL task
Year 2/3 PBL
The Problem’
How do we know if lAPT is working?
The Improving Access to Psychological Therapies (lAPT) programme was 
commissioned in response to the economic arguments of Lord Layard. The 
Department of Health have committed funding rising to £173 million to the 
programme which has one principal aim: to support Primary Care Trusts in 
implementing National Institute for Health and Clinical Excellence (NICE) guidelines 
for people suffering from depression and anxiety disorders. At present, only a 
quarter of the 6 million people in the UK with these conditions are in treatment, with 
debilitating effects on society.
The programme began in 2006 with Demonstration sites in Doncaster and Newham 
focusing on improving access to psychological therapies services for adults of 
working age. In 2007, 11 lAPT Pathfinders began to explore the specific benefits of 
services to vulnerable groups. These pilot services, through routine collection of 
outcome measures, showed the following benefits for people receiving services:
• Better health and wellbeing
• High levels of satisfaction with the service received
• More choice and better accessibility to clinically effective evidence-based 
services
• Helping people stay employed and able to participate in the activities of daily 
living
On World Mental Health Day 2007, Health Secretary Alan Johnson announced 
substantial new funding to increase services over the next three years:
• £33 million for 2008/9
• A further £70 million to a total of £103 million in 2009/10
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• A further £70 million to a total of £173 million in 2010/11 
This funding will allow:
• In 2008/09 34 Primary Care Trusts to implement lAPT services, with more to 
follow in the next two years
• Regional training programmes to deliver 3,600 newly trained therapists with 
an appropriate skill mix and supervision arrangements by 2010/11
• 900,000 more people to access treatment, with half of them moving to 
recovery and 25,000 fewer on sick pay and benefits, by 2010/11.
Adapted from the NHSI APT webpages - htto://www. iaot. nhs. uk/
You have been asked to prepare a consultancy report on how the 
effectiveness of lAPT can be assessed.
You might want to consider:
...something about the questions that need to be asked about lAPT
...something about the designs, methodologies and analyses that could be utilised 
to address these questions
...something about the training and competencies of the lAPT workforce
...something about the outcomes that will be valued by different stakeholders
...something about the translation of findings into policy and practice
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Appendix 2: Definitions of lAPT
What is I APT?
I APT International Association for Plant Taxonomy
lAPT Improving Access to Psychological Therapies (UK)
lAPT Indian Association of Physics Teachers
I APT International Academy of Practical Theology
I APT Interaktywny Powiat Tarnowski
lAPT Illinois Association for Pupil Transportation
lAPT International Association of Precision Therapists
lAPT Institutional Assessment and Planning Tool
I APT Internet All Person Talks
lAPT Indiana Academy of Pharmacy Technicians
lAPT Improved Alt-Pleshko Technique
lAPT Iowa Association for Play Therapy
lAPT International Academy of Physio Therapeutics (Topeka, KS)
lAPT Institute of Applied Physics and Technology (Ukraine)
I APT Indoor Air Purification Technology
I APT I NEEL Action Plan Task force
lAPT International Asset Pricing Theory
lAPT International Association for Physical Tennis Training
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Appendix 3: What do stakeholders want from lAPT?
Psychologist
Patient choice 
Meeting individual 
needs
er waiting list
Person with
depression
Good job prospects 
Self respect 
Hopefulness for the 
future
Self referral 
Child friendly services 
Symptom reduction
SHA
Cost effectiv 
Reduced pressu 
GPs and hospitals 
Less 'Common M.H 
problems'
GP
uick referral process 
Discussion of referrals 
with lAPT workers
Older person
Social inclusion 
Accessible services 
Improved family 
relations
Person with anger
Choice of treatments 
Psychodynamic 
therapy
Challenge
Secretary of StateCommisioner (PCD
lAPT stays within 
budget 
Meeting BME nee
Election success 
Hitting lAPT targets 
ood public profileVoluntary sector 
worker Respite from caring 
role 
Longterm 
interventions
Effective sign posting 
Contact with lAPT 
staff 
A manageable 
caseload
lAPT Worker
Career developments^ 
Supervision 
Minimal work stress
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Case Discussion Group: Summary of Process Account
September 2008, Year 1
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YEAR 1 . CASE DISCUSSION GROUP (CDG): 
SUMMARY OF PROCESS ACCOUNT
On my second day as a trainee clinical psychologist I was allocated to a CDG 
for the duration of the course. In the five week induction period to the course, 
each CDG was asked to put together a presentation entitled The 
Relationship to Change’. During this first task, my CDG attached more 
importance to getting to know each other than to what we were being asked 
to do.
Following this rather vague and undefined task, the parameters of how the 
work of our CDG would be structured were given to us by our facilitator, a 
member of the course team. The group used a 'reflective team' format to 
discuss clinical work or an issue relating to clinical practice. We also spent 
some time doing personal cultural genograms to illustrate the important 
people in each group member’s journey to become a clinical psychologist.
As the year progressed, we bonded as a group and managed to create a 
safe learning environment. We had no disagreements, indicating a 
consensus-building approach within the group, and instead muddled through 
together in what was a different and, at times, difficult, CDG learning 
experience.
The diversity of knowledge and experiences among the group members, and 
the unfamiliar way of working, helped each of us to develop personally and 
professionally. However, the structure of our meetings was pre-determined 
by our facilitator. In our second year, to meet group members’ current and 
changing learning needs, we decided that we would try to negotiate 
increased opportunities to choose activities ourselves.
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Personal and Professional Learning Discussion Group: 
Summary of Process Account
July 2009, Year 2
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YEAR 2 . PERSONAL AND PROFESSIONAL LEARNING DISCUSSION 
GROUP (PPLDG): SUMMARY OF PROCESS ACCOUNT
The PPLDG sessions met the learning and development needs of my group 
throughout the second year. As trust and confidence grew, the group moved 
away from a forum for trainee anxiety towards a PPLDG of professionals in 
training, who felt comfortable exploring unfamiliar and difficult topics.
The group used the PPLDG as a chance to slow down and think about 
issues that might otherwise have passed us by. We achieved our aims for the 
year which we had set at the outset: to choose what work we did and to have 
more time to reflect on how the group was developing. We did not have the 
opportunity for this during the first year when our work was decided for us by 
our facilitator.
Within the group we occasionally voiced differences of opinion but these 
never led to disagreements. This was a theme continued from the first year 
and perhaps resulted as our PPLDG had become a space we valued as an 
enjoyable, validating and calming space which, unlike everything else we did, 
was not marked or assessed.
However, the PPLDG is not the real world of work in the NHS and it is 
unlikely that our respective multi-disciplinary teams in the NHS function co­
operatively so consistently. What I can usefully transfer to clinical practice is 
that effective groups do not just happen; a collaborative, open and non- 
judgemental approach to group work, from both facilitator and group 
members, can help to foster a supportive and safe discussion space for 
participants.
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SUMMARIES OF THE FIVE CLINICAL PLACEMENTS 
UNDERTAKEN DURING CLINICAL TRAINING
1. ADULT MENTAL HEALTH
Dates: October 2007 -  September 2008
Supervisors: Anne Davidson and Kirsten Heynisch
Location: Twickenham Community Mental Health Team (CMHT)
Outline of placement: I worked within a multi-disciplinary, outpatient CMHT with 
clients aged between 19 and 57.
Types of work: Clinical work included assessments for therapy and 
neuropsychological assessments, together with individual and couple interventions. 
A cognitive behavioural model was primarily used although other approaches were 
discussed in supervision. The range of presenting problems included anxiety, 
depression, bipolar disorder, health anxiety, personality disorder and psychosis. For 
the final three months of the placement, I worked one morning per week as a 
member of a reflecting team in the Prudence Skynner Family Therapy Clinic at 
Springfield Hospital.
Group work: I co-facilitated a fortnightly psychoanalytic group for six adults with 
enduring mental health needs, with a focus on the group members’ relationships 
with others. I also co-facilitated a support group for carers of relatives with mental 
health difficulties once a month.
Courses and training: Included ‘Uncover Strengths and Build Resilience with 
Cognitive Behavioural Therapy (CBT)’ (2 days); ‘Cultural Identity and Psychological 
Therapies (2 half days); and ‘Family Interventions for Psychosis’ (5 days).
2. PEOPLE WITH LEARNING DISABILITIES
Dates: October 2008 -  March 2009 
Supervisor: Dr Julian Morris
Location: Croydon Joint Community Learning Disabilities Team
Outline of placement: I worked in a team of health and social care professionals with
adults aged between 20 and 52 with a learning disability.
Types of work: I completed an Autism Spectrum Disorder (ASD) assessment, 
various neuropsychological assessments and a dementia assessment with a non­
verbal client. Interventions were carried out with individual clients, their families and
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both paid and unpaid carers. I primarily used behavioural and cognitive behavioural 
approaches, along with systemic thinking. These approaches were used in work 
with clients who had a range of difficulties including ASD, Down’s syndrome, 
challenging behaviour and anxiety.
Group work: I designed, co-facilitated and evaluated a six-session ‘Managing 
Emotions in the Workplace’ group for three young adults with an ASD.
Courses and training: ‘Playful and Community Approaches to the Problems of 
Young People and their Families’; ‘Risk Management’.
3. CHILDREN AND FAMILIES
Dates: April 2009 -  September 2009
Supervisors: Dr Patricia Thornton and Dr Anila George
Location: Merton Child and Adolescent Mental Health Service (CAMHS)
Outline of placement: I was based at a Tier 3 multi-disciplinary, outpatient CAMHS, 
working with young people aged between 5 and 15 and their carers, families and 
schools.
Types of work: The clinical work with young people and/ or their parents was often 
set in the context of deprived living conditions. The range of presenting difficulties 
included Obsessive Compulsive Disorder, Post-Traumatic Stress Disorder, auditory 
and visual hallucinations, depression, anxiety, behavioural difficulties, difficulties 
with friendship, eating distress, school refusal and self-harm. Direct observation and 
a range of psychometric tests and other standardised measures were used to 
assess clients’ difficulties. Attachment theory was used in formulation whilst I drew 
on cognitive behavioural and systemic approaches to therapeutic work.
Courses and training: A range of CAMHS-organised seminars and peer supervision 
sessions were attended. I co-presented a training session on ‘Sleeping Problems in 
Younger Children’ for heath care professionals.
4. OLDER ADULTS
Dates: October 2009 -  March 2010 
Supervisor: Dr Farzad Shamsavari
Location: Kingston Community Mental Health Team for Older People 
Outline of placement: I worked in a multi-disciplinary CMHT based at Tolworth 
Hospital and saw clients age 65 and over, either as outpatients, at the hospital or in 
their home, or inpatients. I also provided psychological input to support carers of
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older relatives with mental health difficulties and health care staff at residential and 
day care facilities.
Types of work: Clients often presented with a combination of physical, neurological, 
mental health and relationship difficulties. All therapeutic work was carried out using 
an integrative approach, drawing largely on systemic and psychodynamic thinking. 
Often there was a focus on interpersonal difficulties. Neuropsychological 
assessments were undertaken to assess cognitive difficulties. There were many 
opportunities to meet service users and carers on an informal basis, for example at 
a ‘Dementia Café’.
Group work: I facilitated and evaluated a Therapeutic Support Group for nine older 
adults with enduring mental and physical heath difficulties.
Courses and training: ‘Scheme Therapy for Borderline Personality Disorder’; ‘Child 
Abuse: Neuroscience and Intervention’.
5. ADVANCED COMPETENCIES
Dates: April 2010 -  September 2010 
Supervisors: Dr Fiona Garratt and Dr Debbie Forman
Locations: Merton CAMHS Learning Disabilities Team and Merton Social Services 
Fostering Team.
Outline of placement: The placement was split between assessment and 
intervention work at (i) a specialist team for children with learning disabilities and (ii) 
a CAMHS service set up within social services to support foster carers, looked after 
children and children at risk of being taken into care.
Types of work: Clinical work included: the functional analysis of challenging 
behaviour; neuropsychological assessment; assessment and intervention work with 
parents, foster carers and young people; and consultation work with paid carers and 
other heath care professionals. The range of presenting problems included 
behavioural difficulties, trauma, ASD and Attention Deficit and Hyperactivity Disorder. 
I used different psychological theories and approaches in my clinical work, 
particularly behavioural and systemic models and attachment theory.
Group work: I co-facilitated an ‘Understanding Teenagers’ group for foster carers 
(every six weeks) and a 12-session group for 8 to 10 year old children affected by 
domestic violence.
Courses and training: ‘Facilitator Training’ for the domestic violence group.
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Cognitive behaviourai intervention with a 34-year-old 
man recovering from depression
Summary of Case Report 1 
Adult Mental Health Placement
April 2008, Year 1
All names and dates have been altered to maintain confidentiality. 
Consent was obtained to write this report.
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COGNITIVE BEHAVIOURAL INTERVENTION WITH A 34-YEAR-OLD MAN 
RECOVERING FROM DEPRESSION
Mike Woodford was referred for psychological therapy at a Community 
Mental Health Team by his GP, who was concerned that Mike was very 
depressed. Mike is a white British man who is a university graduate. He lives 
in his own home with his wife of four years but spends part of each week 
working in a European city.
Two assessment sessions with Mike revealed that he had become severely 
depressed once previously in his adult life. Both periods of depression 
followed perceived failures in his career. Mike saw such failures as having 
disastrous consequences: they were inevitably the first step towards losing 
everything he most valued.
I undertook eleven sessions of therapeutic work with Mike. The work aimed 
to identify and challenge his negative thinking patterns. However, after the 
seventh therapy session Mike’s father died suddenly of natural causes. This 
meant that the remaining therapy was adapted to meet Mike’s changing 
needs over this traumatic period.
The case report evaluates Mike’s progress in therapy in a multi-factorial way 
and considers both self-reported and observed changes. Limitations of the 
approach taken and alternative ways of treating recurrent depression are 
also discussed. Overall, the therapeutic work helped Mike to think more 
widely about the causes of his depression and to evaluate his situation in a 
more balanced way. The work resulted in an improvement in Mike’s mood 
and helped him think more favourably about his future. Four further 
appointments to focus on relapse prevention were agreed with Mike.
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Cognitive behaviourai therapy with a 37-year-oid 
woman presenting with panic attacks and social 
anxiety with a history of childhood sexual abuse
Summary of Case Report 2 
Adult Mental Health Placement
September 2008, Year 1
All names and dates have been altered to maintain confidentiality.
Consent was obtained to write this report.
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COGNITIVE BEHAVIOURAL THERAPY WITH A 37-YEAR-OLD WOMAN 
PRESENTING WITH PANIC ATTACKS AND SOCIAL ANXIETY 
WITH A HISTORY OF CHILDHOOD SEXUAL ABUSE
Maria Brown sought help from her GP after experiencing a panic attack and 
disclosed childhood sexual abuse to her GP for the first time. Maria was 
subsequently referred for psychological therapy at a Community Mental 
Health Team.
Maria is a white British woman and a single mother to her teenage daughter. 
She worked full-time in an administrative role but at the time of the referral 
was on sick leave, which had lasted for four and a half months.
I met with Maria for 17 appointments over seven months. At the start of 
therapy, Maria described experiencing panic attacks in social settings about 
twice a week. She talked about a desire for closeness with others but having 
difficulties with social and intimate relationships.
We developed an initial formulation focusing on the psychological factors 
involved in Maria's panic attacks. Therapy focused initially on Maria learning 
new relaxation skills. Next, we completed an analysis of what happened 
when Maria panicked. Finally, we carried out behavioural experiments in 
community settings to encourage Maria to relax the safety behaviours which 
sustained her anxieties.
By the end of therapy, Maria no longer experienced panic attacks and in spite 
of some remaining anxiety, had started to go out socially. Unfortunately there 
was insufficient time during the therapy sessions for Maria to come to a 
personal understanding of her abusive childhood. The case report looks at 
development of the therapeutic relationship, which was initially difficult given 
Maria's mistrust of others, and also discusses referral on to another service.
92
Summaries of Case Reports
Behavioural assessment and management for a man 
in his early twenties presenting with behaviour that 
chaiienged his paid carers
Summary of Case Report 3 
People with Learning Disabilities Placement
April 2009, Year 2
All names and dates have been altered to maintain confidentiality.
Consent was obtained to write this report.
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BEHAVIOURAL ASSESSMENT AND MANAGEMENT FOR A MAN 
IN HIS EARLY TWENTIES PRESENTING WITH BEHAVIOUR THAT 
CHALLENGED HIS PAID CARERS
Sean Taylor was referred to the psychology service at a Community Learning 
Disabilities Team. Staff at his private sector residential care home had 
requested help to manage and reduce recurrent challenging behaviour (CB). 
This CB involved slapping, kicking, punching, grabbing, and throwing objects.
Sean comes from a black British Caribbean ethnic background. He has a 
learning disability and intractable epilepsy and found it difficult to 
communicate with others verbally. To manage daily activities, Sean required 
assistance from care home staff.
Information about Sean, the CB and his different social, interpersonal and 
physical environments was collected and evaluated to inform a detailed 
functional assessment of why the CB might be occurring. The assessment 
included interviews with carers, observations of Sean in his home and 
college environments, and questionnaire measures.
An initial formulation hypothesised that CB occurred after Sean had become 
anxious about an unexpected change, or a demand he did not fully 
understand. Recommendations were devised to increase Sean's 
understanding of social situations, and reduce related anxiety, by helping 
staff to change some of their behaviours. Two 45-minute training sessions 
with staff were undertaken. These sessions focused on re-framing the CB as 
serving a communicative function for Sean.
As a result of staff implementing the recommendations and attending the 
training, Sean's CB reduced in frequency from occurring 3-4 times a week to 
just twice in four weeks. It seemed that, by understanding Sean's CB as a 
reaction to anxiety, staff could better identify and address the underlying 
causes of his distress.
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Solution-focused brief intervention on friendship 
with a ten-year-old girl
Summary of (Oral) Case Report 4 
Children and Families Placement
September 2009, Year 2
All names and dates have been altered to maintain confidentiality.
Consent was obtained to write this report.
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SUMMARY OF ORAL CASE REPORT
SOLUTION-FOCUSED BRIEF INTERVENTION ON FRIENDSHIP 
WITH A TEN-YEAR-OLD GIRL
1. REFERRAL AND BACKGROUND
Sonia is from a British Muslim Pakistani background and speaks English as a 
first language. She lives with her mother and two sisters aged five and eleven 
in their own home. Sonia's mother and father divorced when Sonia was six. 
Around this time Sonia was sexually abused by a male relative.
Sonia's mother decided to seek professional help because of Sonia's 
frequent angry outbursts. Just before her referral to a Child and Adolescent 
Mental Health Service by her GP, Sonia had started at a new school. She 
had also moved house to an area she disliked.
2. CHANGE OF PLAN
When I first met Sonia, anger was no longer a problem for her or her family. 
Sonia's main worry was that she did not have anyone to play with at school 
and could not make new friends.
The case presentation described and examined a seven session solution- 
focused intervention on friendship with Sonia. The presentation concentrated 
on the approach I took, the techniques I used and measurement of outcome. 
I presented an audio clip of my last session with Sonia.
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3. MY DEVELOPMENT AS A CLINICAL PSYCHOLOGIST
My work with Sonia illustrated several aspects of my development. Rather 
than relying on well-known protocols, I worked in a client-centred, creative 
way using an approach with which I was initially unfamiliar. I demonstrated 
how I used my increasing psychological knowledge when faced with the 
unexpected in therapy sessions and also my ability to work autonomously, 
using supervision in a reflective rather than a directive way.
4. TECHNIQUES
I developed activities for therapy sessions based on solution-focused 
therapeutic principles. To measure progress and highlight Sonia’s strengths I 
developed a ‘how good are you at making friends’ scale from 0 to 10, with 10 
representing being really good at making friends. I also asked Sonia to draw 
her classroom and tell me about her school and classmates to explore her 
relationships with others in context. To draw out Sonia’s existing friendship 
skills, including theory of mind abilities, I used cartoons of difficult friendship 
scenarios. Issues of difference and diversity, and exploration of past traumas, 
were discussed if Sonia brought these up.
Sonia agreed to a ‘Making the First Move’ challenge; to make an approach 
towards children she wanted to be friends with at school each day for a week. 
I harnessed support for Sonia’s efforts from her mother and the school.
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5. OUTCOME
Following ‘Making the First Move’, Sonia made a new best friend and 
became more accepted in her larger peer group. At our last session, Sonia 
told me that she did not need any more help with friendship. Sonia moved 
herself from a 4/10 on the ‘how good are you at making friends’ scale to a 
10/10. Sonia’s family viewed her as happier at school and more confident at 
making friends. Ethical dilemmas, risk assessment and an evaluation of this 
work, which included one session of indirect work with Sonia’s mother, were 
discussed.
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A neuropsychological re-assessment of a man 
in his seventies with a diagnosis of dementia
Summary of Case Report 5 
Older Adults Placement
April 2010, Year 3
All names and dates have been altered to maintain confidentiality.
Consent was obtained to write this report.
99
Summaries of Case Reports
A NEUROPSYCHOLOGICAL RE-ASSESSMENT OF A MAN IN HIS 
SEVENTIES WITH A DIAGNOSIS OF DEMENTIA
Mr Abbott had been given a diagnosis of a mixed type of dementia following 
a first neuropsychological assessment. Nearly four years later, a second 
assessment was requested by Mr Abbott’s psychiatrist to find out whether Mr 
Abbott’s cognitive functioning had deteriorated and, if so, to what extent.
Tests were selected to assess a wide range of cognitive functions, to enable 
comparison of Mr Abbott’s performance with his earlier test results as well as 
aid accurate diagnosis. Results indicated deficits in several domains 
compared to his estimated ‘high average’ pre-morbid ability level. Other 
cognitive functions were relatively well preserved.
To establish whether there had been any significant cognitive deterioration 
between first and second assessments (rather than changes being due to 
random variation in test performance), Mr Abbott’s scores for the tests he 
had completed at both assessments were converted into a comparable 
standard score, the z-score. Using this approach, Mr Abbott showed a 
possibly significant decline in functioning in the areas of immediate structured 
verbal recall, immediate and delayed visual recall, letter fluency and semantic 
fluency. There had been a significant deterioration in functioning in the area 
of delayed structured verbal recall.
Overall, the results of the assessment indicated that Mr Abbott’s cognitive 
functioning had deteriorated compared to an estimate of his pre-morbid 
ability and also since his first assessment. Compensatory memory strategies 
were suggested. The assessment could inform any future work to address 
some of the family system and interpersonal issues that emerged within Mr 
Abbott’s family.
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions
Service Related Research Project (year 1 -  SRRP), Qualitative Research
Project (year 1 -  QRP), Major Research Project (years 1,2 and 3 -  MRP)
V
2 Carrying out a structured literature search using information technology 
and literature search tools 
SRRP, QRP, MRP
V
3 Critically reviewing relevant literature and evaluating research methods 
SRRP, QRP, MRP
V
4 Formulating specific research questions 
SRRP, QRP, MRP
V
5 Writing brief research proposals 
SRRP
V
6 Writing detailed research proposals/protocols 
MRP
V
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly 
SRRP, QRP, MRP
V
8 Obtaining approval from a research ethics committee 
SRRP, MRP
V
9 Obtaining appropriate supervision for research 
SRRP, MRP
10 Obtaining appropriate collaboration for research 
SRRP, MRP
V
11 Collecting data from research participants 
SRRP, QRP, MRP
V
12 Choosing appropriate design for research questions 
SRRP, QRP, MRP
V
13 Writing participant information and consent forms 
SRRP, QRP, MRP
V
14 Devising and administering questionnaires 
SRRP
V
15 Negotiating access to study participants in applied NHS settings 
SRRP
V
16 Setting up a data file 
SRRP
V
17 Conducting statistical data analysis using SPSS 
SRRP
V
18 Choosing appropriate statistical analyses 
SRRP
V
19 Preparing quantitative data for analysis 
SRRP
20 Choosing appropriate quantitative data analysis 
SRRP
V
21 Summarising results in figures and tables 
SRRP, QRP, MRP
V
22 Conducting semi-structured interviews 
QRP, MRP
V
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23 Transcribing and analysing interview data using qualitative methods 
QRP, MRP
24 Choosing appropriate qualitative analyses 
QRP, MRP
25 Interpreting results from quantitative and qualitative data analysis 
SRRP, QRP, MRP
V
26 Presenting research findings in a variety of contexts 
SRRP, QRP, MRP (to be arranqed)
V
27 Producing a written report on a research project 
SRRP, QRP, MRP
V
28 Defending own research decisions and analyses 
MRP -  VIVA examination
V
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
One jointly published journal article under maiden name ‘White’:
Franklin, A., Sowden, P., Notman, L., Gonzalez-Dixon, M., West, D., 
Alexander, L, Loveday, S. & White, A. (2009). Reduced chromatic 
discrimination in children with autism spectrum disorders. Developmental 
Science, 13(1), 188-200.
MRP -  to be arranged
V
30 Applying research findings to clinical practice 
SRRP, QRP, MRP
V
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What influence do people think their birth order has 
had on them? Towards a Grounded Theory
Qualitative Research Project: Abstract 
June 2008, Year 1
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WHAT INFLUENCE DO PEOPLE THINK THEIR BIRTH ORDER HAS HAD 
ON THEM? TOWARDS A GROUNDED THEORY
ABSTRACT
Aims: The study explored people’s perceptions of the influence of birth order 
on their lives.
Background: Birth order in families has received a great deal of research 
attention, yet currently there does not appear to be any theoretical framework 
to explain birth order from a social constructionist perspective.
Method: A grounded theory approach was used to explore any influence that 
people think birth order has had on their lives.
Data collection and analysis: Data was collected from tape-recorded, semi­
structured interviews with four different participants. This included one round 
of theoretical sampling. Data collection and analysis occurred concurrently. 
Findings: The findings identified a main category of ‘roles and functions in 
families’, which was characterised by three key components: what the roles 
are, change in roles over time, and factors that mediate the process of roles 
and functions within families.
Conclusion: The study suggests that people’s experience of their birth order 
can be explained by an emerging theory of ‘roles and functions in families’. 
Relevance to clinical practice: It may be helpful for therapists to be aware of 
the perceived importance of birth order and, during therapeutic work, explore 
people’s perceptions and experiences of how their birth order may have 
influenced their lives.
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Do trainee clinical psychologists experience negative 
behaviours at work? An exploratory study
Service Related Research Project 
September 2008, Year 1
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1. ABSTRACT
Background: Surveys asking NHS health care professionals to indicate if they 
have experienced negative behaviours in the workplace suggest that the 
prevalence of such behaviour is high. No published study has explored 
whether trainee clinical psychologists experience negative behaviours in the 
workplace.
Objective: The objective of this study was initially to determine the 
prevalence of negative workplace behaviours among trainee clinical 
psychologists for both their work environments, on clinical placement and at 
university, then to examine differences in extent and frequency of negative 
behaviour between work location and year groups.
Design: An online survey asked respondents to confirm how often in the last 
12 months they had experienced 25 negative behaviours in the workplace, 
first on clinical placement and then at university.
Setting and Participants: Trainees at six clinical psychology training 
programmes in the South East of the UK were invited by email to take part. 
The survey was completed by 187 trainees.
Results: Results indicated that the negative behaviours trainee clinical 
psychologists experience most frequently in the workplace involve pressure 
and under appreciation of their efforts. Other negative behaviours are 
experienced less frequently and by a small number of trainees, mainly on 
clinical placement.
Conclusions: It is suggested that creating opportunities for trainees to talk 
about difficult interpersonal encounters in the workplace may help develop an 
increasingly positive and open work environment.
2. ACKNOWLEDGEMENTS
The time and support of my supervisors, Mary John and Laura Simonds, and 
of all clinical psychology trainees who took part in this study, is gratefully 
acknowledged.
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3. INTRODUCTION
The effects of “bullying” in the workplace include high sickness rates, 
impaired performance, low productivity and high staff turnover (Field, 2002). 
In spite of this, academic study of the issue began only recently in the UK 
(e.g. Rayner, 1997).
Although “bullying” in the workplace is now recognised as a serious problem, 
it is difficult to define and measure. Further, there is no consensus on the 
required frequency and duration of a negative experience for it to be called 
“bullying” (Cowie et al., 2002). Notelaers et al. (2006) point out that research 
has traditionally identified two groups: bullied or not bullied. An individual has 
been classified as “bullied” if they experienced a negative behaviour at least 
once a week for six months. Contrary to this simple method of classification 
however, Notelaers et al. argue that bullying occurs in gradations. Hence, the 
complexity of negative workplace behaviour should not be reduced to such a 
trite dichotomy.
Surveys carried out in the NHS asking health care professionals to indicate if 
they have experienced negative behaviours in the workplace suggest that the 
prevalence of such behaviour is high: approximately 50% of nurse and junior 
doctor respondents reported experiencing one or more types of negative 
behaviour in the workplace over the previous twelve months (Stevenson et 
al., 2006; Houghton, 2003). Measuring experiences in this way, although it 
does not permit understanding of which behaviours respondents consider to 
be bullying, has the benefit of not risking the under-reporting of negative 
behaviours. This is because many individuals, when presented with a 
definition of bullying, will only reluctantly admit this is relevant to their 
situation due to accompanying stigma (Agervold, 2007).
More recent research examines the impact negative acts can have on new 
entrants to a health care profession. Bullying has been put forward as ‘the 
principal form of intimidation in nurse education’ (Edwards & O’Connell, 2007,
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p.26). No published study has explored whether trainee clinical psychologists 
in the UK experience negative behaviours in the workplace. For trainees, the 
workplace consists of both clinical placement and university settings. One 
unpublished survey referred to by Garrett (1997) found that trainee clinical 
psychologists in the West Midlands region experienced sexual advances and 
‘power games’ from their supervisors on clinical placement. It is not known 
how trainees find their university environment where they inhabit a different 
role, of both student and trainee professional.
Given the serious effects on the well-being of employees, it is important for 
training courses and supervisors of clinical placements to know if trainee 
clinical psychologists are experiencing negative behaviours and the extent to 
which trainees are affected. It is also important to raise trainees’ awareness 
of the issue as one worth talking about and acting on.
The objective of this study was initially to separately determine the 
prevalence of negative workplace behaviours among trainee clinical 
psychologists on clinical placement and at university and then to examine 
differences in extent and frequency of negative behaviour between work 
location and year groups.
4. METHOD
4.1 Data Collection and Sample
Approval for the study was received from the University of Surrey Ethics 
Committee (Appendix 1). Permission to invite trainees to participate in the 
study was sought and received from the course directors of six clinical 
training programmes in the South East of the UK. In total 168 first years, 155 
second years and 167 third years, none of whom were on maternity or long­
term sick leave, were contacted by an email containing a link to an online 
survey (Appendix 2).
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The subject line of the email enquired whether trainees had ever been asked 
about their working environment. The email explained that the aim of the 
study was to explore trainees’ experience of their working environment at 
both clinical placement and university. To limit the risk of drawing a skewed 
sample of respondents, negative behaviours were not mentioned. Trainees 
were not asked to reveal their academic institution to augment the 
assurances given that the experiences shared would remain anonymous.
Trainees were given two weeks to respond. At the end of week two, a 
reminder email was distributed. One week later, the survey was closed to 
new respondents.
4.2 Respondents
The survey was completed by 187 trainees, a response rate of 38%. First 
year trainees comprised 44% of the overall sample (response rate: 49%, n = 
83). Second years comprised 28% of the sample (response rate: 34%, n = 
53), and third years formed 27% of the sample (response rate: 31%, n = 51).
The demographic details of study respondents are similar to data collected 
from successful applicants to clinical psychology training courses over the 
last three years. This suggests the sample is representative of clinical 
psychology trainees as a group, although is slightly skewed towards younger 
trainees (see Table 1).
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Table 1: Gender, age and ethnie background of first year clinical psychology 
entrants 2005-2007 (Clearing House, 2007) compared with current 
study sample
Year of entry 2005 2006 2007
Study
sample
Female 85% 86% 87% 88%
Age 25-29 44% 45% 51% 65%
White ethnic 
background
92% 91% 92% 91%
4.3 Survey
Respondents were asked to confirm on a question by question basis how 
often in the last 12 months they had experienced 25 negative behaviours in 
the workplace. First, 25 questions were asked in respect of their time spent 
on clinical placement. Second, 25 questions were asked about university. A 
time frame of 12 months was chosen as it would allow trainees to distinguish 
between lasting stress and infrequent conflict.
The negative behaviours were originally developed, and found to have 
satisfactory reliability for research in the NHS, by Quine (1999, 2001 and 
2002). They were also used with student nurses by Stevenson et al. (2006). 
The wording of some of these behaviours was slightly adapted from 
Stevenson et al. (2006) to suit trainee clinical psychologists (see Appendix 3).
In their research, Stevenson et al. (2006) asked student nurses to report 
whether they experienced the negative behaviours all the time, frequently, 
occasionally or never. Although discovering the frequency of occurrence of a 
negative behaviour was important for the current study, it was thought that 
there was a risk that respondents could interpret these descriptors in varying 
ways. More certainty was therefore needed, so the following response 
categories were used: 5, all the time (each day); 4, frequently (each week); 3,
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occasionally (every few months); 2, rarely (less frequently than every six 
months) and 1, never.
4.4 Categories of Negative Behaviour
A review of the literature on workplace bullying by Rayner and Hoel (1997) 
identified five principal categories of bullying behaviour: threat to professional 
status, threat to personal standing, isolation, overwork and destabilisation. 
Quine (1999, 2001) allocated each of the negative behaviours used in her 
survey to one of these five categories.
To enable further analysis of the data by negative behaviour category, 16 of 
the 25 negative behaviours developed by Quine and used in the current 
study were allocated to a category. The remaining nine items were taken 
from Stevenson et al. (2006). A sample of five first-year trainees was asked 
to determine into which of the five categories these nine behaviours should 
fall. It was not possible to find out whether these five trainees also completed 
the anonymous survey. The final categorisation was decided according to 
where the majority of trainees put each behaviour (see Appendix 4).
Respondents were given a score of between 1 (never) and 5 (all the time) for 
each of the 50 individual items (25 items completed for clinical placement 
and for university). Each respondent was also given a total negative 
behaviours score for clinical placement and university (the sum of all 25 
behaviours for each environment) and five category scores, rated separately 
for clinical placement and university.
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5. RESULTS
5.1 Clinical Placement
Four negative behaviours had been experienced in the last 12 months by 
over 30% of respondents: undervalued efforts, resentment, pressure to 
produce work and unjust criticism (Table 2). Seven further negative 
behaviours were problematic for up to 29% of respondents. Of the remaining 
14 behaviours, no more than two respondents reported that the negative 
behaviour was experienced daily or weekly (see Appendix 5).
The least present negative behaviour was being the victim of malicious 
rumours, which just two respondents reported. However, each of the other 24 
negative behaviours had been experienced to some degree in the last 12 
months by at least eight respondents.
Negative
behaviour
Proportion of 
respondents 
experiencing 
behaviour
Daily/ 
Weekly (a) 
N(%)
Every few 
months 
N(%)
Less than 
every six 
months 
N(%)
Never
N(%)
I felt my efforts 
were
undervalued
39.0% 9(4.8%)
22
(11.8%)
42
(22.5%)
114
(61.0%)
i experienced
resentment 36.9% 6 22 41 118towards me (3.2%) (11.8%) (21.9%) (63.1%)
1 was placed
under undue 
pressure to 
produce work
36.4% 6(3.2%)
29
(15.5%)
33
(17.6%)
119
(63.6%)
1 was unjustly 
criticised 32.6% 8(4.3%)
15
(8.0%)
38
(20.3%)
126
(67.4%)
(a) ‘Daily’ and ‘weekly’ categories collapsed to form one category
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5.2 University
The four negative behaviours that occurred most frequently towards 
respondents on clinical placement were also in the top seven most 
problematic behaviours for respondents at university (Table 3). Three 
negative behaviours -  the pressure to produce work, undervalued efforts and 
impossible deadlines - were experienced in varying frequency by 
approximately 26-29% of respondents. The remaining negative behaviours 
were not experienced often (daily or weekly) by more than one or two 
respondents (see Appendix 6).
Table 3: Negative behaviours experienced most often at university
Negative
behaviour
Proportion of 
respondents 
experiencing 
behaviour
Daily/
Weekly(a)
N(%)
Every few 
months 
N(%)
Less than 
every six 
months 
N(%)
Never
N(%)
1 was placed under 
undue pressure to 
produce work
28.90% 9(4.8%)
21
(11.2%)
24
(12.8%)
133
(71.1%)
1 felt my efforts 
were undervalued 26.70% 3(1.6%)
16
(8.6%)
31
(16.6%)
137
(73.3%)
1 was set
impossible
deadlines 26.20%
3
(1.6%)
20
(10.7%)
26
(13.9%)
138
(73.8%)
1 felt attempts were 
made to demoralise 
me 19.30%
1
(0.5%)
7
(3.7%)
28
(15.0%)
151
(80.7%)
1 was intimidated by
disciplinary
procedures 17.10%
1
(0.5%)
9
(4.8%)
22
(11.8%)
155
(82.9%)
1 was unjustly 
criticised 15.50% 1(0.5%)
6
(3.2%)
22
(11.8%)
158
(84.5%)
1 experienced 
resentment towards 
me 14.40%
0
(0%)
5
(2.7%)
22
(11.8%)
160
(85.6%)
(a) ‘Daily’ and ‘weekly’ categories collapsed to form one category
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Least frequently reported behaviours by respondents at university were 
sexual harassment, with just one person reporting that they had experience 
of this, and the threat of physical violence, which no-one reported. In contrast, 
sexual harassment and threats of physical violence were experienced on 
clinical placement by 13 (7%) and 16 (9%) of respondents respectively, 
occurring at least every few months.
5.3 Categories of Negative Behaviour
The negative acts rated by each respondent and given a score of 5 (all the 
time), 4 (frequently), 3 (occasionally), 2 (rarely) or 1 (never) were divided into 
the five categories of negative acts (Rayner & Hoel, 1997) for clinical 
placement and university. As the five categories each contained a different 
number of acts, an item score (the total score for each of the five categories 
divided by the number of items in that category) and a total item score (the 
sum of all 25 items divided by the number of items) was calculated for both 
clinical placement and university. Item scores were calculated so that scores 
on the different categories of negative behaviour could be compared.
The data was skewed because of the high proportion of respondents who 
answered ‘never’ to each question, so non-parametric tests were used. It is 
noteworthy that overall mean category scores were all less than two, 
meaning the categories of negative behaviours occurred ‘rarely’(less than 
every six months).
5.3.1 Differences between negative behaviours experienced on 
clinical placement and at university
To see whether there was a difference between clinical placement and 
university settings within each year group, Wilcoxon tests were 
conducted (see Table 4).
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(A) First year respondents
First years experienced a significantly higher number of negative 
behaviours on clinical placement than at university (z = -2.77, p = 
<0.01). On clinical placement, they reported experiencing a 
significantly higher level of destabilisation (z = -2.79, p = <0.01) and 
threat to their personal standing (z = -2.87, p = <0.01) than at 
university.
(B) Second year respondents
Second years reported feeling significantly more isolated (z = -2.26, p 
= <0.05) and that they experienced higher levels of destabilisation on 
clinical placement than at university (z = <1.93, p = 0.054).
(C) Third year respondents
Third years reported being exposed to a significantly greater threat to 
their professional status (z = -2.78, p = <0.01) and personal standing 
(z = -2.45, p = 0.01) at clinical placement than at university. They also 
reported higher levels of destabilisation (z = -1.97, p = 0.05) on clinical 
placement. Unsurprisingly given these results, they experienced 
significantly more negative behaviours at clinical placement than 
university (z = -2.83, p = <0.01).
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Table 4: Differences between clinical placement and university item scores,
within each year group
First year Secondyear
Third
year
Mean
(Standard
Deviation)
Wilcoxon Mean(Standard
Deviation)
Wilcoxon Mean(Standard
Deviation)
Wilcoxon
Total score
Clinical
Placement
Total score 
University
1.22
(0.33)
1.12
(0.21)
-2.77
(0.006**)
1.22
(0.29)
1.14
(0.19)
-1.77
(0.08)
1.30
(0.38)
1.20
(0.30)
-2.83
(0.005**)
Professional 
status Clinical 
Placement
Professional 
status University
1.24
(0.49)
1.14
(0.28)
-1.07
(0.29)
1.26
(0.43)
1.17
(0.28)
-1.09
(0.27)
1.31
(0.47)
1.17
(0.34)
-2.78
(0.005**)
Personal standing
Clinical
Placement
Personal standing 
University
1.12
(0.23)
1.06
(0.16)
-2.87
(0.004**)
1.14
(0.24)
1.07
(0.14)
-1.79
(0.07)
1.19
(0.27)
1.11
(0.23)
-2.45
(0.014**)
Isolation
Clinical
Placement
Isolation
University
1.25
(0.46)
1.16
(0.42)
-1.61
(0.11)
1.24
(0.39)
1.13
(0.26)
-2.26
(0.024*)
1.31
(0.54)
1.20
(0.41)
-1.65
(0.10)
Overwork
Clinical
Placement
OvenA/ork
University
1.43
(0.68)
1.31
(0.64)
-1.72
(0.09)
1.44
(0.64)
1.48
(0.73)
-0.27
(0.79)
1.68
(0.88)
1.67
(0.93)
-0.12
(0.91)
Destabilisation
Clinical
Placement
Destabilisation
University
1.29
(0.45)
1.13
(0.23)
-2.79
(0.005**)
1.26
(0.36)
1.14
(0.21)
-1.93
(0.054*)
1.36
(0.52)
1.22
(0.35)
-1.97
(0.049*)
(a): **p = <0.01, *p = <0.05
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5.3.2 Differences between year groups
A Kruskal-Wallis one-way AN OVA was used to compare the three 
year groups (see Table 5). Two comparisons reached significance: 
first, there was a significant difference in negative behaviours 
experienced at university (x  ^= 7.01, p = <0.05); second, there was a 
significant difference in the experience of being overworked at 
university (x  ^= 6.96, p = <0.05).
A series of Mann-Whitney post-hoc comparisons were carried out to 
determine any significant differences between year groups. Third 
years experienced significantly higher levels of negative behaviours 
than first years in both cases (total category score for university: U = 
1579, p = 0.01; overwork: U = 1654, p = 0.01). There were no 
significant differences between first and second years or second and 
third years.
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Table 5: Item score differences between year groups
First year Secondyear
Third
year Kruskal Mann-Whitne\/^^
rp /''Mean Mean Mean
Wallis
(Standard (Standard (Standard
Deviation) Deviation) Deviation)
Total score 1.22 1.22 1.30 2.92
Clinical
Placement
(0.33) (0.29) (0.38) (0.23) 1 v2: 1865 (0.12) 
2 v 3 :  1205 (0.33)
Total score 1.12 1.14 1.20 7.01
1 v 3 : 1579 
(0.01**)
University (0.21) (0.19) (0.30) (0.03*)
Professional 1.24 1.26 1.31 2.88
status Clinical (0.49) (0.43) (0.47) (0.24)
Placement
Professional 1.14 1.17 1.17 0.92
status University (0.28) (0.28) (0.34) (0.63)
Personal 1.12 1.14 1.19 3.40
standing Clinical (0.23) (0.24) (0.27) (0.18)
Placement
Personal 1.06 1.07 1.11 2.64
standing (0.16) (0.14) (0.23) (0.27)
University
Isolation Clinical 1.25 1.24 1.31 0.82
Placement (0.46) (0.39) (0.54) (0.66)
Isolation 1.16 1.13 1.20 1.59
University (0.42) (0.26) (0.41) (0.45)
Overwork 1.43 1.44 1.68 2.24
Clinical
Placement
(0.68) (0.64) (0.88) (0.33) 1 v2: 1882 (0.08)
2 v3: 1235 (0.40)
Overwork 1.31 1.48 1.67 6.96
1 v 3 : 1654 
(0.011**)
University (0.64) (0.73) (0.93) (0.031*)
Destabilisation 1.29 1.26 1.36 0.84
Clinical (0.45) (0.36) (0.52) (0.66)
Placement
Destabilisation 1.13 1.14 1.22 3.58
University (0.23) (0.21) (0.35) (0.17)
(a): **p = <0.01, *p = <0.05
(b): Adjustment for multiple comparisons: Bonferroni
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6. DISCUSSION
Overall, the results indicate that the negative behaviours trainee clinical 
psychologists experience most frequently in the workplace involve pressure 
and under appreciation of their efforts. Other negative behaviours are 
experienced less frequently and by a small number of trainees, mainly on 
clinical placement.
First year and third year trainees reported experiencing a higher number of 
behaviours threatening their personal standing on clinical placement than at 
university. Third years also reported more of a threat to their professional 
status on clinical placement than at university. This could indicate that the 
status quo within teams is unsettled by the temporary presence of trainees. 
Negative behaviours directed at them could help other team members avoid 
the experience of related anxiety (Menzies-Lyth, 1988). Third years felt more 
overworked than first years, although perhaps this is to be expected given 
that third years were writing up their theses at the time they participated in 
this study. Future research could investigate the result that second years feel 
more isolated on clinical placement than at university to find out why this 
could be.
All year groups reported more destabilisation behaviours such as resentment 
and demoralisation on clinical placement than at university. This could be a 
consequence of the difference between university expectations, which 
remain relatively stable, and clinical placement demands, which can change 
with each placement.
Despite these differences, and the fact that first year respondents did not 
have 12 months’ experience to comment on, it is significant that a high 
proportion of respondents indicated that they had not experienced the 
negative behaviours listed in the survey. It is possible that aspects of clinical 
training, such as the supervisory relationship on clinical placement, protect 
trainees from some of the negative experiences more commonly experienced
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by other health care professionals (Hume et al., 2006). It may also be true 
that trainee clinical psychologists have a high level of emotional intelligence 
which is linked with a lower level of occupational stress (Oginska-Bulik, 2005).
6.1 Relevance to Clinical Training Courses
The current study contributes to an expanding literature on negative 
workplace behaviour in the UK and does so for a group of employees who 
have not yet been the subject of such research. Despite most trainees 
reporting experiencing negative behaviours infrequently, if at all, 98% of 
negative behaviours were experienced by one or more trainees in the last 12 
months. A minority experienced perceived threats to their physical safety, 
although a limitation of this study is that there is no way of knowing whether 
these threats arose in the course of carrying out clinical work or came from 
colleagues.
Bullying results in a ripple effect, which is a cause for concern: it does not just 
involve a few problem employees but is a dynamic process that involves 
everybody in the workplace (Lutgen-Sandvik et a!., 2007). It has also become 
apparent that a number of trainees perceive they are under considerable 
work pressure, although this study has not been able to unpick which aspects 
of clinical training trainees feel most pressured by.
The findings raise the question of whether trainees report negative 
behaviours to supervisors on clinical placement and at university, and if so, 
how such feedback is received. Is there a culture of openness and 
involvement of trainees in subsequent decision-making so as to encourage 
such feedback? Talking about negative behaviours experienced at work, a 
sensitive topic, may cause trainees distress, so it is important for future 
researchers to remind trainees of the appropriate support structures they can 
access.
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Richards and Daley (2003) would contend that when problems of negative 
behaviour are exposed, as this study has done, there may well be an 
increase in reporting of these behaviours. Given respondents’ willingness to 
engage with this sensitive subject in a confidential and anonymous way, 
creating further opportunities to assist trainees to talk about difficult 
interpersonal encounters in the workplace may help develop solidarity and an 
increasingly positive and open work environment.
6.2 Feedback
A summary of results will be distributed to participating training courses for 
the staff team and trainees. Trainees at the University of Surrey will be 
invited to give feedback on the results at year group business meetings.
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8. APPENDICES 
Appendix 1 : Ethical approval
Dr I
Chair: Facutty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Department of Psychology - PsychD Clinical Trainee 
University of Surrey
March 2008
Dear
Reference: 206- PSY- 08
Title of Project: Do trainee clinical psychologists experience bullying 
behaviours at work? An exploratory study
Thank you for your resubmission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
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Appendix 2: Survey
UNIVERSITY OF
SURREY
Research Information
Thank you for considering taking part In this research. It  involves completing 
an online questionnaire which should take you about ten to fifteen m inutes. 
I f  you are unsure about anything, please contact me before proceeding by 
telephoning the clinical psychology office at Surrey (01483 689 441 ) and 
leaving a contact number for me to return your call.
As you are aware, we have to undertake a small scale research project as 
part of clinical training. At Surrey this is known as a service related research 
project (SRRP). For my SRRP I  am Investigating an area I think Is relevant to 
every workplace: whether employees are experiencing, or have experienced, 
any negative behaviours at work. Published research on this topic carried 
out in the NHS has concentrated on the views of nurses and jun ior doctors. 
Clinical psychologists and trainee clinical psychologists have been notable 
by their absence In such research.
I am Interested in whether trainee clinical psychologists have experienced 
negative behaviours at work in the last twelve months, either at university 
or on placement. First, second and third year trainees at Surrey, Salomons, 
the Institu te of Psychiatry, University of East London, Royal Holloway and 
University College London are being Invited to take part. I f  you are a first 
year, like me, who has not yet completed their first twelve months, please 
don't feel this prohibits you from taking part as your experiences to date 
w.lll be valued.
I t  is possible that thinking about negative experiences of this kind may be 
upsetting: in this instance, please do not continue to complete the  
questionnaire. I f  you need any additional support or guidance, please 
contact me and I will be able to direct you to appropriate help.
All Information you provide for this study will be kept confidential. I  do not 
ask which course you are from, so will only be able to produce overall 
findings. In addition, the questionnaire is set up so that each response 
received does not reveal the sender's email address. As the data you submit 
is anonymous, please provide a code when prompted once you have finished  
the questionnaire. You will need to provide me with this in the event that 
you want to remove your data from tfte study at a later date.
The results of this survey will be written up for my SRRP. I will circulate a 
summary of the results to participating Institutions in September 2008 and 
will also provide a weblink to enable you to view the results online. You are 
also welcome to contact me directly @surrev.ac.ukY
Thank you for reading this information.
mm
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Consent
• I  voluntarily agree to take part in the study looking at whether trainee  
clinical psychologists experience negative behaviours at work.
• I  have read and understood the Research Inform ation provided and have 
been given a full explanation by the investigator of the nature, purpose, 
location and likely duration of the study, and of what I will be expected to 
do. I  have been advised about any possible ill-effects on my health and 
well-being which may result. I have been given the opportunity to ask 
questions on ail aspects of the study and have understood the advice and 
information given as a result.
• I  understand that all personal data relating to volunteers is held and 
processed in the strictest confidence and in accordance with^the Data 
Protection Act (1998 ). I agree that I  will not seek to restrlct'the use of the  
results of the study on the understanding that my anonymity is preserved.
• I  understand that I  am free to withdraw from the study at any time  
without needing to justify my decision and without prejudice.
• PLEASE CHECK THIS BOX to confirm that you have read and understood 
the above, have been given adequate time to consider your participation in 
the study and agree to comply with the instructions and restrictions of the 
study.
r  Yes
r  No
Section 1: Background Information
G e n d e r  
C" F e m a le C* M a le
A ge
Y e a r  o f  T r a in in g  
C  F irs t  C  S e c o n d r  T h ird
Next
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Section 1: Background Information
(continued)
What is your ethnic group?
Choose ONE and then click the appropriate box to indicate your ethnic group 
^  Any White background, please write_____
in \
C White and Black Caribbean 
r  White and Black African 
C White and Asian
^  Any Other Mixed background, please write 
in I
C Asian or Asian British . ;
C Indian 
C Pakistani 
C Bangladeshi
Any Other Asian background, please writeP j -  -
C Black or Black British 
C Caribbean 
C African
^  Any Other Black background, please write 
in r  ”  " !
C Chinese
F  Any Other, please write in F
mm:
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Section 2
Please cl ick the response whi ch best  d es cr ib es  y ou r  e x p e r i e n c e  of  e ac h of  
t he  f o l l ow in g beha vi ou rs  W H ILST ON WORK PLACEMENT, OVER THE 
PREVIOUS TWELVE MONTHS
AH th e  
' t im e :
each day  
I  am on 
p l a c e m e n t
: F re q u e n t ly  :
e ach  w e e k
O ccasiona lly
e ve r y  few 
m o n t h s
r  R are ly :
! less  
f r e q u e n t l y  
1 t h a n  
e ve r y  6 
m o n t h s
N e v e r
: 1) I  had  
; t h r e a t s  of  
Î physical  
i v i ol en ce  ma de  
; a g a i n s t  me
; r r r i r  X r  1
! 2)  I  wa s  
i n t i mi d at ed  by 
; discipl inary  
p ro ce d ur e s
i r r . r 1 r -  1
1
r  1
3)  Un fo un de d  
' t h r e a t s  w e re  
m a d e  a b o u t  
my p la c em en t  
, e v a l u a t i o n
r r  ! r ; r  ; r  ;
' 4 )  I  wa s set  
i mpossi ble  
d e a d l i n e s
’ r r r
5) I  
, e x pe r i e n c e d  
: for ms of  
; se xua l  
■ h a r a s s m e n t
1
! ^ T  . : r ' r  ! r
■6)
I n a p p r o p r i a t e  
‘ j o k e s  w e r e  
! m a d e  a b u t  me
' r
1 '■
, r  i r ! r  1
I . !
r  '
' 7)  Mal icious  
! r u m o u r s /  
i a l l e ga t io ns  
' w e r e  s p r e ad  
' a b o u t  me
' r .;
i i
■ >  , i
f ;
i ^ !
1
r  1
' 8)  I  wa s  
i u n r e a s o n a b l y  
r ef us ed  
; a ppl icat ions  
' for  l e ave  or  
; s tu d y  days
r r r
! ; 
i ^ i
i ' I
! i
r  ;
^ ....
Next
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1 9 )  I  w a s  
I u n j u s t l y  
I c r i t i c i s e d
I 1 0 )  N e c e s s a r y  
; i n f o r m a t i o n  
I w a s
! d e l i b e r a t e l y  
s w i t h h e l d  f r o m  
; m e
, 1 1 )  A t t e m p t s  
; w e r e  m a d e  t o  
' b e l i t t l e  o r  
j u n d e r m i n e  m y  
' w o r k
' 1 2 )  I  w a s  
I d i s c r i m i n a t e d  ,
: a g a i n s t  on  
I g r o u n d s  o f  
r a c e /  g e n d e r /  
i d i s a b i l i t y /
; f a i t h  o r  
j s p i r i t u a l i t y /  “ : 
s e x u a l  
I o r i e n t a t i o n  .
! 1 3 )  A r e a s  o f  
i r e s p o n s i b i l i t y  
! w e r e  r e m o v e d  
; f r o m  m e  
! w i t h o u t  
; w a r n i n g
' 1 4 )  M y  r o l e  
! w a s  c h a n g e d  
] w i t h o u t  '
; p r o p e r  
i c o n s u l t a t i o n
; 1 5 )  I  w a s  
I p l a c e d  u n d e r  
j  u n d u e  
I p r e s s u r e  t o  
; p r o d u c e  w o r k
; 1 6 )  O t h e r  
i s t a f f  
I ( i n c l u d i n g  
; o t h e r
i t r a i n e e s )  w e r e  
I a b u s i v e  
; t o w a r d s  m e
All the
time: ; Occasionally:
e a c h  d a y  I Frequently: < e v e r y  f e w  
I  a m  o n  i e a c h  . w e e k  ; m o n t h s
p l a c e m e n t  i ..
r
r
1 7 )  o t h e r  
s t a f f
( i n c l u d i n g
o t h e r
t r a i n e e s )  w e r e  
o p e n l y  h o s t i l e  
t o w a r d s  m e
r
Rarely:
f r e q u e n t l y
t h a n
m o n t h s
r
r
r
r
r .
r /!
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Section 2
(continued)
Ai l  t h e  
t i m e :
each day  
I  am on 
p l a c e m e n t
F r e q u e n t l y :
each week .
O c c a s i o n a l l y :
eve r y  few 
m o n t h s
R a r e l y :  -
less  
f r e q u e n t l y  i
t h a n  : N e v e r  
e v e ry  6 , :
m o n t h s
1 8)  I  fel t  
a t t e m p t s  we re  
m a d e  to  
d em o r a l i s e  me
r. r
19)  I  f el t  ;
a t t e m p t s  w e r e  i 
m a d e  to j
Î u n d er m i ne  my i 
■ p e r so na l  i
v a l ue s  and  
. bel iefs ••
20 )  .1 was !'
' t e a s e d  by
s ta f f
I ( including  
o t h e r  
t r a i n e e s )
I 2 1)  I  f el t  my 
1 e f f o r t s  w e re  
u n d e r v a l u e d
r I r ■
I 2 2)  I  wa s  
: humi l ia t ed  in 
! f r o nt  of  o thers
2 3 )  I
; e x p e r i e n c e d  
j r e s e n t m e n t  
! t o w a r d s  me
2 4 )  I
e x pe r i e n c e d  
d es t r u c t i v e  : 
i n n ue n do  or  
crit icism
2 5 )  I  was  
f ro zen  o u t /  
i g n o r e d /  . 
excluded
r r r . r
r r
r r
r
r  : r
r : r
r : r
Next
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Section 3
Please cl ick t he  response which best  d es cr ib es  y o u r  e x p e r i e n c e  o f  e ac h of  
t he  f o l l ow in g beh av iou rs  W HILST AT U NIVER SITY, OVER THE PREVIOUS  
TWELVE MONTHS
, All th e
t ime:
: each day  
. I  a m at  
. un iver s i t y
F req u en t ly :
each w e e k
! 1)  I  had  
t h r e a t s  of  
' physical  
' v i o l en ce  ma de  
' a g a i n s t  me
r ■ r
, 2)  I  was  
j i n t i mi d at ed  by 
! d iscipl inary  
; p ro ce d ur e s
r
3)  U n fo un de d  
t h r e a t s  w e r e  
i m a d e  a b o u t  my  
■ c o u r s e w o r k  
; e v a l u a t i o n
r r
' 4 )  I  w as  s et  
, impossi ble  
1 d ea d l i n e s
r
5)  I
. e x p e r i e n c e d  
f or ms  of  sexual  
h a r a s s m e n t
r r
[ I n a p p r o p r i a t e  
! j o k e s  w e r e  
i m a d e  a b o u t  
; me
■ r
;
r
; 7)  Mal icious  
: r u m o ur s /
1 a l l e ga t io ns  
. w e r e  s p r e a d  
■ a b o u t  me
i r
8)  I w as  
; u n r e a s o n a b l y  
' re fus ed  
; a pp l i cat i on s  
; f o r  l eave # # # # #
Occasiona lly :
e ve r y  few 
m o n t h s
r
r
R a r e l y :
less
f r e q u e n t l y
t h a n N e v e r  
; e v e r y  6 >
‘ m o n t h s
0 # % 1 ^ ^
''
! r ! r '
r ' r
: i
! r
Next
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9 )  I  wa s  
u nj us t l y  
cri t icised
10 )  Ne ce ssa ry  
i n f or mat i on  
w a s
d e l i b e r a t e l y  
w i th he l d  f rom  
me
All th e  
t im e:
each day  
I  am a t  
university
r ■
F re q u e n t ly :
e ach  w e e k
r
Occasionally:
e ve r y  few 
m o n t h s
r
1 1 )  A t t e m p t s  
w e r e  m a d e  to 
bel i t t l e  or 
u n d er m i ne  my  
w o r k
12)  I  wa s  
d iscr imi nat ed  
a g a i n s t  on 
g r o u n ds  of  
r a c e /  g e n d e r /  
d is ab i l i t y /  fai th  
or s pi r i t ua l i t y /  
s ex ua l  
o r i e n t a t i o n
1 3)  Ar eas of  
responsi bi l i ty  
w e r e  r em ov ed ,  
f rom me  
w i t h o u t  
w ar n in g
1 4)  My role 
w as  c h a n ge d  
w i t h o u t  p r o pe r  
c on sul t at io n
1 5 )  I was  
placed u nd er  
u n d u e  
p r e s s ur e  to 
p ro du ce  w or k
i 1 6)  O t h e r  s t a f f  
■ ( including  
i o t h e r  t r a i n e e s )  
• w e r e  a b u si v e  
t o w a r d s  me
1 7)  O t h e r  s ta f f  
( including  
o t h e r  t r a i n e e s )  
were,  o pe nl y  
host i le  
t o w a r d s  me
r
r
r
r
r r
r
R are ly :
less  
f r e q u e n t l y  
t ha n  
e ve r y  6 
m o n t h s
r ' r
N e v e r
r
r
r
r
:r
r
r
r ■
r r, ' i
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Ai l  t h e  
t i m e :
e ac h  day  
I  am at  
un i ver s i t y
I O c c a s i o n a l l y :  
F r e q u e n t l y :  e ve r y  few
each  w e e k  « m o n t h s
18)  I  fel t  
a t t e m p t s  w e re  
m ad e  to 
d e m or a l i s e  me
19)  I  fe l t  
a t t e m p t s  w er e  
m ad e  to  
u nd er mi ne  my  
p er sonal  
v a l ue s  and  
bel iefs
2 0 )  I  was  
t ea s e d  by s t a f f  
( including  
o t h e r  t r a i n e e s )
21 )  I  fel t  my  
e f f o r t s  w e re  
u n d er v a l ue d
2 2 )  I  was  
humi l ia t ed  in 
f r o n t  of  o thers
23 )  I
ex per ienced  
r e s e n t m e n t  
t o w a r d s  me
2 4 )  I  ■„ ■ .
e x pe r i e n c e d  
d e s t ru c t i v e  : 
i nn ue ndo  or  
crit icism
2 5 )  I  was  
f ro zen  o u t /  
i g n o r e d /  
excluded
r
r r
r
r
r
R a r e l y :
less  
f r e q u e n t l y  
t ha n  
e ve r y  6 
m o n t h s
N e v e r
r
r
r r
r I r
r
r • r
Next
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Removal Code
Please leave a code (the last three letters of your mother's maiden name) 
so that your anonymous data can be identified If you wish to withdraw from  
the study at a later date.
, Next
Thank you
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Appendix 3: Negative behaviours used by Stephenson et al. (2006) and 
the current study
(a) Stevenson er «/. (2006) . : ■ . -
1) I had threats of physical violence made against me
2) I was intimidated by disciplinaiy procedures
3) Unfounded threats were made about my placement evaluation
4) I was set impossible deadlines
5) I experienced forms of sexual harassment
6) Inappropriate jokes were made abut me
7) Malicious rumours/ allegations were spread about me
8) I  was unreasonably refused applications for leave or study days
9) I  was unjustly criticised
10) Necessary information was withheld from me purposefully
11) Attempts were made to belittle or undermine my work
12) I was discriminated against on grounds of race/ gender/ disability
13) Areas of responsibility were removed from me without warning
14) E:q)ectations of my work were changed without me being told about them
15) I  was placed under undue pressure to produce work
16) Other staff were abusive towards me
17) Other staff were openly hostile towards me
18) I felt attempts were made to demoralise me
19) I felt attempts were made to undermine my personal values and beliefs
20) I was teased by staff
21) I felt my efforts were undervalued
22) I was humiliated in front of others
23) I experienced resentment towards me
24) I  experienced destructive innuendo or criticism
25) I was frozen out/ignored/excluded
(b) Given to trainee clinical psychologists for the current study (changes in bold)
1) I  had threats of physical violence made against me
2) I was intimidated by disciplinaiy procedures
3) Unfounded threats were made about my placement/ coursework evaluation
4) I was set impossible deadlines
5) I ejqperienced forms of sexual harassment
6) Inappropriate jokes were made about me
7) Malicious rumours/ allegations were spread about me
8) I  was unreasonably refused applications for leave or study days
9) I was unjustly criticised
10) Necessary information was deliberately withheld from me
11) Attempts were made to belittle or undermine my work
12) I was discriminated against on the grounds of race/ gender/ disability/ faith or 
spirituality/ sexual orientation
13) Areas of responsibility were removed from me without warning
14) My role was changed without proper consultation
15) I  was placed under undue pressure to produce work
16) Other staff (including other trainees) were abusive towards me
17) Other staff (including other trainees) were openly hostile towards me
18) I felt attempts were made to demoralise me
19) I  felt attempts were made to undermine my personal values and beliefs
20) I was teased by other staff (including other trainees)
21) I felt my efforts were undervalued
22) I  was humiliated in front of others
23) I  experienced resentment towards me
24) I  e?q)erienced destructive innuendo or criticism
25) I  was frozen out/ ignored/ excluded
136
Service Related Research Project
Appendix 4: Final allocation of the 25 negative behaviours into 
five categories
A: Threat to professional status (4 items)
Attempts were made to belittle or undermine my work 
I was unjustly criticised 
I was humiliated in front of others 
I was intimidated by disciplinary procedures
B; Threat to personal standing (10 items)
I experienced destructive innuendo or criticism 
Inappropriate jokes were made about me 
I was teased by other staff (including other trainees)
I had threats of physical violence made against me 
Malicious rumours/ allegations were spread about me 
Other staff (including other trainees) were abusive towards me 
I experienced forms of sexual harassment
I was discriminated against on the grounds of race/ gender/ disability/ faith or 
spirituality/ sexual orientation
I felt attempts were made to undermine my personal values and beliefs 
Other staff (including other trainees) were openly hostile towards me
C: Isolation (3 items)
Necessary information was deliberately withheld from me 
I was frozen out/ ignored/ excluded
I was unreasonably refused applications for leave or study days 
D: Overwork (2 items)
I was placed under undue pressure to produce work 
I was set impossible deadlines
£: Destabilisation (6 items)
I felt my efforts were undervalued 
I felt attempts were made to demoralise me *
Areas of responsibility were removed from me without warning 
Unfounded threats were made about my placement/ coursework evaluation 
I experienced resentment towards me 
My role was changed without proper consultation
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Appendix 5: Negative behaviours reported by trainees on 
clinical placement
Never
All the time 
+ frequently Occasionally Rarely Total
1 felt my efforts were undervalued 114 ' . ' . 9 22 42 187
I experienced resentment towards me . ' 118 6 22 41 187
i was placed under undue pressure to 
produce work 119 6 29 33 187
1 was unjustly criticised 126 8 15 38 187
1 was set impossible deadlines 133 4 X 14 36 187
1 was frozen out/ ignored/ excluded 142 5 18 22 187
Attempts were made to belittle or 
undermine my work 145 6 11 ' 25 '187
I felt attempts were made to demoralise 
me 153 7 7 20 187
1 felt attempts were made to undermine 
my personal values and beliefs 156 ^  ' 6 7 18 187
Other staff (including other trainees) were 
openly hostile towards me 158 ' ' ' 2 9 18 187
1 experienced destructive innuendo or 
criticism 160 ' 6 7 14 187
1 was teased by staff (including other 
trainees) 162 1 8 16 187
Necessary information was deliberately 
withheld from me 164 ' : 2 11 10 187
1 was humiliated in front of others 165 0 4 18 187
Inappropriate jokes were made about me 165 1 5 16 187
My role was changed without proper 
consultation 166 1 7 13 187
1 had threats of physical violence made 
against me 171 1 3 12 187
Unfounded threats were made about my 
placement evaluation 173 2 3 9 187
1 experienced forms of sexual harassment 174 0 3 10 187
1 was unreasonably refused applications 
for leave 174 : . ■Hr 2 10 187
1 was discriminated against on the 
grounds of race/ gender/ disability/ faith/ 
sexual orientation 174 2 10 187
Areas of responsibility were removed 
from me without warning 176 0 2 9 187
1 was intimidated by disciplinary 
procedures ' ' '' ' 1 3 6 187
Other staff (including other trainees) were 
abusive towards me 179 1 3 4 187
Malicious rumours/ allegations were 
spread about me 185 Q 0 2 187
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Appendix 6: Negative behaviours reported by trainees at university
> < Never
All the time 
+ frequently Occasionally Rarely Total
1 was placed under undue pressure to 
produce work 133 9 21 24 187
1 felt my efforts were undervalued 137 : . . 3 16 31 187
1 was set impossible deadlines 138 3 20 26 187
I felt attempts were made to demoralise 
me 151 1 7 28 187
1 was Intimidated by disciplinary 
procedures 155 1 9 22 187
1 was unjustly criticised 158 1 6 22 187
I experienced resentment towards me 160 'yô ' 5 22 187
1 felt attempts were made to undermine 
my personal values and beliefs 162 0 6 19 187
1 was unreasonably refused applications 
for leave 163 1 7 16 187
Necessary information was deliberately 
withheld from me 164 . 1 10 12 187
1 experienced destructive innuendo or 
criticism ' 169 1 4 13 187
Attempts were made to belittle or 
undermine my work 170 0 5 12 187
1 was frozen out/ Ignored/ excluded 170 2 3 12 187
Other staff (including other trainees) were 
openly hostile towards me 171- /  '• 2 4 10 187
1 was humiliated in front of others 172 0 1 14 187
Unfounded threats were made about my 
placement evaluation >. 173 1 5 8 187
1 was teased by staff (including other 
trainees) 173 y v 3 10 187
1 was discriminated against on the 
grounds of race/ gender/ disability/ faith/ 
sexual orientation 178 0 3 6 187
Malicious rumours/ allegations were 
spread about me 180 0 3 4 187
Other staff (including other trainees) were 
abusive towards me 180 1 1 5 187
Inappropriate Jokes were made about me ' r  ) v182' " -  0 0 5 187
Areas of responsibility were removed 
from me without warning ' /  184 . ; 0 ^ 0 3 187
My role was changed without proper 
consultation ' ' 184% 0 1 2 187
1 experienced forms of sexual harassment 185 0 0 1 187
1 had threats of physical violence made 
against me 187 ’ t 0 0 0 187
139
Evidence of SRRP Feedback
Do trainee clinical psychologists experience negative 
behaviours at work? An exploratory study
Service Related Research Project 
Evidence of project feedback to relevant services
September 2008, Year 1
140
Evidence of SRRP Feedback
EVIDENCE OF FEEDBACK OF SERVICE RELATED RESEARCH 
PROJECT TO RELEVANT SERVICES
1. Email from research supervisor confirming feedback of study findings 
to the psycho course team at the University of Surrey.
0 Y O U  replied on 4/20/2009 11:21 AM.
From: Simonds LM Dr (Psychology) Sent: Mon 4/20/200911:05 AM
To; White AL Miss (PG/R - Psydiology)
Cc:
Subject: SRRP
Attachments:
Dear Alex,
Sorry this is late getting to you. The team discussed your SRRP summary and wanted me to pass onto you 
that they read the findings with interest and were pleased that the number of negative acts reported by the 
sample was lirrxted in number. There was some discussion around how this project could be extended in 
the ftiture.
Thanks for your work on this.
Laura
Dr Laura Simonds
Department of Psychology
University of Surrey
Guildford
GÜ2 7XH
UK
tel: +44 (0)1483 686936 
email: l.simonds@surrev.ac.uk
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2. Summary of study findings, emailed to all trainee clinical psychologists 
at the six participating clinical psychology training programmes.
Small-Scale Research Project Summary: Do trainee clinical psychologists experience 
negative behaviours at work? An exploratory study 
Alex W hite, Second Year Trainee (TJuiversity of Surrey; a.white@surrev.ac.uk)
Background: Surveys asking NHS health care professionals to indicate if  they have 
experienced negative behaviours in the workplace suggest that the prevalence of such 
behaviour is high. Clinical psychologists have been notable by their absence in such research 
and no published study has explored whether trainee clinical psychologists experience 
negative behaviours in the workplace.
Objectives: The objectives of this study were (a) to determine the prevalence of negative 
workplace behaviours among trainee clinical psychologists for both their work 
environments: clinical placement and university; and (b) to examine any differences in 
extent and frequency of negative behaviours reported between work environment and year 
groups.
Design:
(i) Measure: An anonymous online survey (adapted from Quine, 1999, 2001 &  2002; 
Appendix 1) asked respondents to confirm how often in the last 12 months they had 
experienced 25 negative behaviours in the workplace, first considering clinical placement 
and then university. The behaviours were rated on a five point likert scale: 5, ‘all the time - 
each day’; 4, ‘frequently - each week’; 3, ‘occasionally - every few months’; 2, ‘rarely - less 
frequently than every six months’ and 1, ‘never’ .
(ii) Participants: Trainees at six clinical psychology training programmes in the South East 
of England were invited by email to take part. The survey was completed by 187 trainees, a 
response rate of 38%. First year trainees comprised 44% of the overall sample (response rate: 
49%, n = 83). Second years comprised 28% of the sample (response rate: 34%, n = 53), and 
third years formed 27% of the sample (response rate: 31%, n = 51).
Results: The most common response to all negative behaviours was ‘never experienced’. 
Overall, negative behaviours in the workplace are experienced relatively infrequently by 
trainees in all year groups. However, 100% of trainees responded ‘never’ in only one
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instance; this was T had threats of physical violence made against me’ rated in relation to 
university. Where negative behaviours were experienced, the most commonly reported were 
pressure and under appreciation of trainees’ efforts (see Table 1).
Table 1: Most frequently reported negative behaviours
UNIVERSITY CLINICAL PLACEMENT
Behaviour
Trainees
experiencing
behaviour
Daily/
weekly
Every
few
months
Less 
than 
every 6 
months
Trainees
experiencing
behaviour
Daily/
weekly
Every
few
months
Less 
than 
every 6 
months
Pressure 29% 5% 11% 13% 37% 3% 16% 18%
Under
Appreciation 
of Efforts
28% 2% 9% 17% 39% 5% 12% 22%
To further analyse the data, the individual items were aggregated into five categories of 
negative behaviour on the basis of previous research (Rayner &  Hoel, 1997): Threat to 
Professional Status (e.g. humiliation in front of others). Threat to Personal Standing (e.g. 
sexual harassment). Isolation, Overwork and Destabilisation (e.g. threats of a negative 
placement/ coursework evaluation). Category scores were compared between university and 
clinical placement within each year group using Wilcoxon tests (see Table 2). Although 
negative behaviours were infrequently experienced, trainees experienced more negative 
behaviours on clinical placement than at university.
A Kruskal-Wallis one-way ANOVA was used to compare category scores across the three 
year groups. Two comparisons reached significance: first, there was a significant difference 
in the total number of negative behaviours experienced at university between the three year 
groups (x^=7.01, p=<0.05). Second, there was a significant difference in the experience of 
being overworked at university between the three year groups (x^=6.96, p=<0.05). Mann- 
Whitney post-hoc comparisons identified that at university, compared to 1®* years 
(mean=1.12, SD 0.21), 3rd years (mean=1.20, SD 0.30) reported a higher level o f negative 
behaviours (U=1579, p=0.01). 3"^  ^years (mean=1.67, SD 0.93) also reported more overwork 
than 1®‘ years (mean=1.31, SD 0.64) (U=1654, p=0.01). There were no significant 
differences between first and second years or second and third years.
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Table 2: Categories of negative behaviour reported more frequently at clinical
placement than at university that were significant, within each year group
Mean 
(Standard 
Deviation)
CLINICAL UNIVERSITY 
PLACEMENT
Mean
(Standard
Deviation) Wilcoxon (p)
Total negative 
behaviours 
reported, 1st 
years
1.22
(0.33)
1.12
(0.21)
-2.77
(0.006**)
Total negative 
behaviours 
reported, 3rd 
years
1.30
(0.38)
1.20
(0.30)
-2.83
(0.005**)
Threats to 
professional 
status, 3rd years
1.31
(0.47)
1.17
(0.34)
-2.78
(0.005**)
Threats to 
personal standing, 
1st years
1.12
(0.23)
1.06
(0.16)
-2.87
(0.004**)
Threats to 
personal standing, 
3rd years
1.19
(0.27)
1.11
(0.23)
-2.45
(0.014**)
Isolation, 2nd 
years
1.24
(0.39)
1.13
(0.26)
-2.26
(0.024*)
Destabilisation 
behaviours, 1st 
years
1.29
(0.45)
1.13
(0.23)
-2.79
(0.005**)
Destabilisation 
behaviours, 2nd 
years
1.26
(0.36)
1.14
(0.21)
-1.93
(0.054*)
Destabilisation 
behaviours, 3rd 
years_________
1.36
(0.52)
1.22
(0.35)
-1.97
(0.049*)
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Conclusions: The current study contributes to an expanding literature on negative workplace 
behaviour in the UK and does so for a group of employees who have not yet been the subject 
of such research. Negative behaviours in the workplace are experienced relatively 
infrequently by the trainees who responded to the survey. However, only one behaviour at 
university was not experienced by anyone and first year trainees had just 7 months’ 
experience to comment on at the time the research was carried out.
A survey was used to gain an overview of trainees’ workplace experiences so it has not been 
possible to understand the context in which the negative behaviours occurred or unpick how 
trainees interpreted the negative behaviours presented. Further research could investigate 
these areas and ask trainees whether they feel supported in discussing and attempting to 
resolve interpersonal difficulties in the workplace.
The time and support of all trainee clinical psychologists who took part in this study is 
gratefully acknowledged. Please contact Alex White at a. white(d)surrev.ac. uk if  you would 
like to make any comments on this research.
References:
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Appendix 1: Negative behaviours used in the online survey
9
10 
11 
12
13
14
15
16
17
18
19
20 
21 
22
23
24
25
I had threats of physical violence made against me 
I was intimidated by disciplinary procedures
Unfounded threats were made about my placement/ coursework evaluation
I was set impossible deadlines
I experienced forms of sexual harassment
Inappropriate jokes were made about me
Malicious rumours/ allegations were spread about me
I was unreasonably refused applications for leave or study days
I was unjustly criticised
Necessary information was withheld from me purposefully 
Attempts were made to belittle or undermine my work
I was discriminated against on the grounds of race/ gender/ disability/ faith or 
spirituality/ sexual orientation
Areas of responsibility were removed from me without warning 
Expectations of my work were changed without me being told about them 
I was placed under undue pressure to produce work 
Other staff (including other trainees) were abusive towards me 
Other staff (including other trainees) were openly hostile towards me 
I  felt attempts were made to demoralise me
I felt attempts were made to undermine my personal values and beliefs 
I  was teased by other staff (including other trainees)
I felt my efforts were undervalued 
I was humiliated in front of others 
I experienced resentment towards me 
I experienced destructive innuendo or criticism 
I was frozen out/ ignored/ excluded
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3. Written request, emailed to each trainee clinical psychologist at the 
University of Surrey, for each year group to discuss the study findings 
in their monthly business meeting. This request was followed up by a 
visit from the researcher to each business meeting to talk to trainees 
about their perspectives on the study findings^.
Dear Fellow Trainees
I have summarised below the results of my SRRP exploring whether trainee clinical 
psychologists experience negative behaviours at work. The time and support of all 
trainees who took part in this study is gratefully acknowledged.
I would very much appreciate it if you could add a short discussion of these results to 
the agenda at your next trainee business meeting. Please do feed back any comments, 
via the meeting minutes, regarding (i) your thoughts about this research and the 
results, and (ii) your ideas for any improvements to your working environment.
Thank you very much 
Alex White (2"** year trainee)
Design: An online survey asked respondents to confirm how often in the last 12 months they 
had experienced the following 25 negative behaviours in the workplace, first on clinical 
placement and then at university.
1 ) 1 had threats of physical violence made against me
2) 1 was intimidated by disciplinary procedures
3) Unfounded threats were made about my placement/ coursework evaluation
4) 1 was set impossible deadlines
5) 1 experienced forms of sexual harassment
6) Inappropriate jokes were made about me
7) Malicious rumours/ allegations were spread about me
 ^ Although these visits were documented in the minutes of the business meetings, these 
minutes are not included in this portfolio as much of their content is private to each year 
group.
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8) I was unreasonably refused applications for leave or study days
9) I was unjustly criticised
10
11
12
13
14
15
16
17
18
19
20 
21 
22
23
24
25
Necessary information was withheld from me purposefully 
Attempts were made to belittle or undermine my work 
1 was discriminated against on the grounds of race/ gender/ disability/ faith or 
spirituality/ sexual orientation
Areas of responsibility were removed from me without warning 
Expectations of my work were changed without me being told about them 
1 was placed under undue pressure to produce work 
Other staff (including other trainees) were abusive towards me 
Other staff (including other trainees) were openly hostile towards me 
I felt attempts were made to demoralise me
I felt attempts were made to undermine my personal values and beliefs 
I  was teased by other staff (including other trainees)
I felt my efforts were undervalued 
I  was humiliated in front of others 
I  experienced resentment towards me 
I  experienced destructive innuendo or criticism 
I was frozen out/ ignored/ excluded
Setting and Participants: Trainees at six clinical psychology training programmes in the 
South East of the UK were invited by email to take part. The survey was eompleted by 187 
trainees, a response rate of 38%.
Results: Overall results indicated that the negative behaviours trainee clinical psychologists 
experience most frequently in the workplace involve pressure and under appreciation of their 
efforts. Other negative behaviours are experienced less frequently and by a small number of 
trainees, mainly on clinical placement.
To further analyse the data, the negative behaviours for each respondent were scored: 5 (all 
the time), 4 (frequently), 3 (occasionally), 2 (rarely) or 1 (never). The behaviours were then 
divided into 5 categories of negative behaviour identified from the literature: Threat to 
Professional Status (e.g. humiliation in front of others). Threat to Personal Standing (e.g. 
sexual harassment), Isolation, Overwork and Destabilisation (e.g. threats of a negative 
placement/ coursework evaluation). The data was skewed because of the high proportion of
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respondents who answered ‘never’ to each question. Non-parametric tests identified the 
following signifieant results:
(a) 1st and 3rd years reported more threats to personal standing on clinical placement than at 
university
(b) 3rd years reported more threats to professional status on clinical placement than at 
university
(c) 3rd years reported feeling more overworked than 1st years and experieneed significantly 
higher levels of negative behaviours at university than years
(d) 2nd years reported more isolation on clinical placement than at university
(e) A ll years experienced more destabilisation behaviours on clinical placement than at 
university.
Conclusions: Despite these differences, it is significant that a high proportion o f respondents 
indicated that they had not experienced the negative behaviours listed in the survey. 
However, 98% of negative behaviours were experienced by one or more trainees in the last 
12 months (even though first year respondents did not have 12 months’ experience to 
comment on). It has also become apparent that a number of trainees perceive they are under 
considerable work pressure, although this study has not been able to unpick which aspects of 
clinical training trainees feel most pressured by.
Thank you!
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1. ABSTRACT
This qualitative study used a narrative analysis to explore the accounts of 
eight mothers, each of whom had left an abusive relationship at least twelve 
months previously.
Existing research investigating the strategies used by women to cope with 
abuse from an intimate partner has not considered women in their capacity 
as mothers. Further, women’s lives after leaving an abusive relationship have 
received limited research attention to date. The study therefore aimed to 
understand how participants described coping with abuse from their intimate 
partner and mothering their children, both during and after leaving an abusive 
relationship.
Analysis of the narrative data focused on how the eight participants talked 
about their experiences (narrative form) as well as what they talked about 
(narrative content). Three types of narrative form, which captured each 
participant’s way of communicating and motivation for telling their narratives, 
were identified: The story told to help others’; The story too difficult to tell’; 
and ‘Where’s my story going?’ All participants spoke about the contextual 
factors that influenced whether they chose to cope with the abuse by seeking 
support from others, changing their thinking, changing their behaviour or 
using avoidance coping strategies. Caring for their children was a major 
source of support for all eight participants both during their relationship and 
after leaving.
The findings indicate that mothers who have been abused by their intimate 
partner may come into contact with a wide range of services. Implications for 
clinical practice, service delivery and service development relate to ways of 
supporting women to talk about abuse from an intimate partner and also the 
need to recognise trauma in parents.
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2. INTRODUCTION
“When I complained, he taped my face,
He slapped, kicked and had control,
Three months, tied up in that miserable place.
He held a supervised patroi.
To think that in that single hour.
Those events took place.
He stole my feminine power.
And put a scar in its place. ”
(‘Cressida’, in Imani Project^ 2009)
The harmful consequences of abuse from an intimate partner for women who 
have lived in an abusive relationship are well documented. Perpetrators of 
intimate partner abuse (IPA) use physical, emotional, sexual and financial 
abuse, often in combination (Home Office, 2010). This is known to have a 
negative impact on both the physical health (Eby, 2004) and mental health 
(Scheffer Lingren & Renck, 2008) of their victims.
There is less of a research knowledge-base about how women cope with 
I PA. The use of various strategies to cope with stressful events is 
acknowledged to be a mediator of outcomes (Lazarus & Folkman, 1984). 
Therefore, the use of coping strategies by women who are abused by an 
intimate partner could affect the extent of any negative health outcomes as a 
consequence of the abuse (Mitchell et al., 2006). It was clear to me that this 
area was worthy of further investigation because of the potential implications 
for both clinical practice and health service development.
I will now review relevant research, considering both the methods other 
researchers have used to date to explore how women cope with I PA and also
 ^ This organisation was not involved in the current study.
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the conclusions drawn by them. I will then introduce and discuss the clinical 
importance of the current study.
2.1 Coping: A Theoretical Overview
A widely accepted definition of coping is: ‘the thoughts and behaviours used 
to manage the internal and external demands of situations that are appraised 
as stressful’ (Folkman & Tedlie Moskowitz, 2004, p.745). Cognitive 
approaches to understanding how people cope with stressful or traumatic 
events, including I PA, have prevailed in the research literature.
Cognitively-oriented theories, such as that suggested by Lazarus and 
Folkman (1984), view the coping process as initiated by an individual making 
a cognitive appraisal of loss or threat. The cognitive appraisal may then 
trigger coping strategies, although it is recognised that this process is 
affected by individual differences and that it is a subjective process that often 
changes over time (Green & Kane, 2009). Cognitive theories consider 
emotions an integral part of the coping process as the initial appraisal of a 
situation generates an emotion. The emotion then affects the use of a coping 
nriechanism, which in turn regulates the emotional outcome for an individual.
Across the literature, a distinction has emerged between coping strategies 
categorised as ‘approach’ coping (trying to change a stressful situation) and 
'avoidant’ coping (trying to distance oneself from a problematic situation). 
Different types of coping strategies have also been termed ‘cognitive’, where 
an individual seeks to change their thinking about a situation, or 
‘behavioural’, where an individual seeks to take action to reduce the impact 
of a situation (Waldrop & Resick, 2004).
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2.2 Coping Strategies in the Context of IPA
2.2.1 Coping strategies used by women who live in an abusive 
relationship
The dominant method used to investigate women’s coping responses to 
IPA is a quantitative approach. Researchers have asked large samples of 
women, who had sought help to manage an abusive relationship that they 
were either still living in or had left within the previous 12 months, to 
complete a questionnaire. The questionnaire is usually a measure of 
coping designed for use with many different populations, such as the 
Responses to Stress Questionnaire (RSQ; Connor-Smith el a/., 2000) or 
Coping Strategies Inventory (CSI; Tobin et a/., 1989). The majority of 
quantitative research has investigated the impact of coping strategies on 
mental health outcomes for the women involved.
This method has frequently resulted in a deficit-focused approach. For 
example, Calvete et al. (2008) set out to explore which coping responses 
used by women affected by IPA were associated with symptoms of 
anxiety and depression. A sample of 298 women completed 
questionnaires seeking to measure: (!) the frequency of physical and 
psychological abuse they had suffered in the previous year of their 
relationship; (ii) the extent to which they had used coping responses listed 
on the RSQ; and (iii) symptoms of anxiety and depression.
The researchers concluded that avoidance or ‘disengagement’ coping 
(e.g. wishful thinking and keeping out of their abusive partner’s way) was 
associated with symptoms of anxiety and depression more than any other 
coping response. This showed ‘the dysfunctional nature of 
disengagement coping’ for women trying to manage IPA (p. 886). Calvete 
et al. suggest that reducing the use of avoidance coping could lessen the 
negative impact of IPA on a woman’s mental health.
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However, limitations of the methods used by Calvete et al. restrict the 
conclusions which can be drawn from their study. The researchers were 
unable to demonstrate that the participants’ coping responses, rather than 
IPA more generally, were associated with anxiety and depression. 
Further, Calvete et al. were limited to finding out about the use of coping 
responses listed by the RSQ, which was not specifically designed to 
capture coping strategies used to manage IPA. It is therefore possible 
that ‘avoidance’ strategies not associated with anxiety and depression 
and not mentioned by the RSQ were used by participants. The study also 
relied on participants’ ability to connect how they had responded when 
they were being abused to descriptions of coping on a questionnaire, 
which may have resulted in an inaccurate understanding of how women 
cope with IPA.
In other similar research, avoidance coping has been linked to symptoms 
of post-traumatic stress disorder (PTSD) (Krause et al., 2008) and 
depression (Clements & Sawhney, 2000). In contrast, researchers have 
generally viewed women’s efforts to actively manage the abuse (or 
‘engagement’ coping) as helpful. An example of this type of coping is 
developing relationships with others, which may provide women with 
practical and emotional support to help them cope with IPA (Taft et al., 
2007).
However, it is difficult for large-scale survey research to fully take into 
account the context in which a woman who is abused by her intimate 
partner lives. Proactive ways of coping, usually considered adaptive, may 
antagonise a volatile partner whereas less direct ways of coping, such as 
not thinking about a problem, may help a woman to stay safe in a 
threatening situation (Lewis et al., 2006).
For the above reasons, I thought that the coping strategies used by 
women to manage IPA would not be best understood by looking only at 
the results of questionnaire surveys. An alternative method is to ask a
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smaller sample of women to talk in more detail about how they had coped 
and managed whilst living in an abusive relationship. Such an approach 
allows women to share their experiences of coping with IPA in context, 
from their own perspective and in their own way.
In spite of this, in-depth discussions with women who have been abused 
by their intimate partner are rarely undertaken. When attempted, this 
qualitative approach has provided a positive and hopeful picture of how 
women report coping with IPA. For example, Campbell et al. (1998) used 
a content analysis to demonstrate evidence for active problem-solving 
over a sustained period of time for women who had either left an abusive 
relationship or still lived with their partners. Interviews were carried out 
with 31 women. The women talked about using a number of strategies 
designed to decrease the abuse such as fighting back, calling the police 
or hiding. In the face of frightening circumstances, participants showed 
“strength, resistance and resourcefulness” (p.756).
A qualitative approach has also been used to try and understand the 
process of leaving an abusive relationship. Davis (2002a, 2002b) talked to 
17 women about the coping strategies they had used to help them end 
their relationship. As well as the women’s inner strength, resources in the 
local community, such as attending educational courses to prepare them 
for life without their abusive partner, were important to these women in 
making the decision to leave.
2.2.2 Coping strategies used by women who have left an abusive 
relationship
Most research on women abused by their intimate partners has been 
carried out in the period immediately following, or within 12 months of the 
end of, an abusive relationship. Although some research looks at 
methods of coping used over the longer-term, this has concentrated on 
women who remain in abusive relationships for many years (Zink, 2006).
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One area that invites further research, given the absence of any studies in 
this area to date, is how women who leave abusive relationships cope in 
the years following the end of their relationship. As coping strategies are 
dependent on context (Folkman & Tedlie Moskowitz, 2004), then different 
(and as yet unknown) coping strategies might be needed to manage life 
after an abusive relationship.
2.2.3 Summary of existing research
Research looking at how women cope with IPA is dominated by the 
survey method. Although quantitative research allows results to be 
generalised from a sample to a relevant population, this method has 
limited understanding of the context in which women try to cope with IPA. 
Such research has not yet explored whether women’s coping strategies 
change over time in response to the dynamic nature of IPA, or looked at 
how different avoidance and engagement strategies could be used 
together. This may go some way towards explaining the lack of available 
theories and explanatory models to help understand the coping strategies 
used by women who are abused by their intimate partner (Waldrop & 
Resick, 2004). A clear gap in the research literature is knowledge about 
how women who have left an abusive relationship cope in the years after 
they have left the relationship, both as individuals in their own right and 
also, for some women, as mothers.
2.3 Mothering in the Context of IRA
2.3.1 Mothering whilst living in an abusive relationship
Many women affected by IPA have children. Indeed, women with children 
are twice as likely to experience IPA as women without children (Walby & 
Allen, 2004). Further, 30% of IPA starts when a woman is pregnant 
(Lewis, 2004).
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When children and young people live in homes where there is IPA, there 
is significant potential for the abuse to damage their health and 
developmental well-being (see Holt et al., 2008, for a review). Indeed, it 
has been established that maternal and child abuse often co-occur 
(Knickerbocker et al., 2007). Children can also be indirectly negatively 
affected by observing or over-hearing the mistreatment of their mothers or 
the aftermath of this, and by abusive partners undermining the 
relationship between mother and child (Mullender et al., 2002).
It has been suggested that a good relationship with a caring mother can 
be a protective factor for children against the negative consequences of 
their exposure to IPA (Holt et al., 2008). However, there are conflicting 
views regarding the extent to which the experiences of mothers living with 
IPA adversely impact on their ability to mother their children. Indeed, 
research to date has tended to place mothers who experience IPA into 
one of two groups: those who manage to care for their children in spite of 
the abuse and make efforts to compensate for their children’s exposure to 
IPA; and those who are thought to be inadequate mothers.
Previous research has linked IPA with maternal parenting deficits. 
Casanueva et al. (2008) found that, in a sample of nearly 2000 mothers 
living in the community, those currently experiencing IPA had significantly 
worse scores on a measure of parenting skills than women who had 
previously experienced IPA but were no longer living in an abusive 
relationship. Another method used to evaluate maternal parenting in the 
context of IPA has been direct observation. Levendosky et al. (2006) 
observed 187 mothers playing with their one-year-old children for ten 
minutes and found that those mothers who lived with IPA were impaired 
in their ability to respond in a warm and sensitive way to their child.
It is less common for research to positively highlight the parenting skills 
shown by women experiencing IPA. A quantitative study of 80 mothers 
carried out by Sullivan et al. (2000) looked at the interrelationships
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between experiences of IPA, maternal stress, parenting abilities and child 
well-being and found that mothers who experienced IPA were emotionally 
available and nurturing parents.
Another study carried out a longitudinal analysis of the relationship 
between IPA and parenting behaviours for 208 mothers. These mothers, 
each of whom had been exposed to IPA and had children aged between 
two and four years old at the start of the study, were contacted up to five 
times over ten years. The results revealed that mothers may show extra 
care and sensitivity towards their children to try to compensate for the 
abuse (Letourneau et al., 2007).
2.3.2 Mothering after leaving an abusive relationship
Literature on intimate partners separating and divorcing, where there has 
not been IPA, has identified that the way in which parents cope with the 
process of separation can enhance or undermine the ability of their 
children to cope with this potentially traumatic event. Indeed, the 
presence of children in a relationship breakdown requires each parent to 
have ‘a more complex, multi-faceted and benign engagement with the 
other' (Blow & Daniel, 2002, p.86). Where there is any history of IPA, this 
type of engagement between parents may be harder to achieve, 
particularly as post-separation violence and abuse towards the mother 
remains a real probability. For example, research has illustrated how ex­
partners’ requests for contact with or custody of children can be a way of 
trying to re-assert power and control over the mother through repeated 
court hearings (Radford & Hester, 2006).
Generally, it has been rare to conduct research with mothers who left an 
abusive relationship some years ago, but I have come across one study 
carried out with mothers who had left an abusive relationship an average 
of two years previously. In this study, Chemtob and Carlson (2004) asked 
their sample of 25 mothers to complete measures of post-traumatic re-
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experiencing, avoidance, physiological arousal, associated symptoms and 
parenting skills. Chemtob and Carlson concluded that high rates of PTSD 
symptoms were present among these mothers long after the abuse had 
ended. Further, mothers with symptoms of PTSD were likely to be 
impulsive in their actions towards their children.
2.3.3 Understanding in more depth the experience of mothering during 
and after leaving an abusive relationship
I have identified only two studies which have attempted to explore in more 
depth mothers' own perceptions of the impact of IPA on their ability to 
mother.
Levendosky et al. (2000) asked 95 mothers, each of whom had lived in an 
abusive relationship within their children’s lifetime, three open-ended 
questions about the impact of IPA on their mothering. The researchers 
used a thematic analysis to interpret the women’s responses. The 
majority of women reported that IPA had affected their ability to mother 
but many were unable to elaborate on how or why this was so.
DeVoe and Smith (2002) asked 43 mothers, each of whom had reported 
experiencing IPA within the previous 18 months, to talk about their 
experiences of mothering in one of five focus groups. The groups 
included both women who were still in a relationship with their abusive 
partner, and those who had left the abusive relationship. Most women 
described making significant efforts to provide appropriate care and 
structure for their children to try and compensate for their children’s 
exposure to IPA. They spoke about trying to teach their children about 
healthy relationships: by talking to girls about not accepting violence from 
a partner and boys about not using violence against others. However, this 
teaching was not congruent with most mothers’ view that the best way for 
their children to resolve conflict at school was to fight back.
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Although these two studies allow for an appreciation of the context in 
which mothering and IPA simultaneously take place, the likelihood of 
relatively brief responses from each participant and the large number of 
women involved will necessarily have limited understanding of the lived 
reality of participants.
2.4 Coping with IPA and Mothering
The current study was designed to improve upon some of the limitations of 
two distinct areas of previous research: how women cope with IPA and also 
how they mother their children in the context of IPA. The limitations are 
addressed in four ways.
First, by considering coping strategies and mothering together. Although 
women have been mothers in much of the research on coping with IPA, 
women's views on mothering through IPA have been considered separately 
from how they report coping with the abuse itself. To my knowledge, there is 
no available research which seeks to understand how women simultaneously 
cope with IPA whilst mothering children. This is important to know about as 
children who have been affected by IPA have diverse developmental 
outcomes (Fosco et al., 2007). Therefore understanding how their mothers 
cope, both during and after leaving an abusive relationship, is one way of 
understanding which factors might impact on these different developmental 
outcomes in their children.
Second, by recruiting women who left an abusive relationship a minimum of 
twelve months previously. Most research recruits participants in the 
immediate post-relationship period. This limits knowledge to what happens 
during and in the period immediately following an abusive relationship (Evans 
and Lindsay, 2008).
Third, by asking women to talk in depth about their experiences of coping 
and mothering during and after leaving an abusive relationship. Although the
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findings of such qualitative research, usually with a small number of women, 
cannot be generalised to a wider population, it can raise hypotheses for 
further research and generate new insights about the lived experiences of 
mothers who have been abused by their intimate partner. These insights and 
experiences are unlikely to have been adequately captured by the 
overwhelmingly quantitative research to date.
Fourthly, and finally, by carrying out research in the United Kingdom (UK). 
Most research on coping or mothering to date, whether during or after an 
abusive relationship, has been carried out in the United States (US). The 
very different culture and health care system in the US limits the applicability 
of the previous findings reviewed above to women affected by IPA in the UK.
2.4.1 Clinical relevance
IPA thrives on secrecy and the isolation of victims, thereby allowing 
professionals only very limited access to the perspectives of those 
involved (Abrahams, 2007). This, combined with the small empirical 
research base in the UK, means that practitioners^ do not have much 
information to refer to when they try to talk to and help women who are in 
distress as a result of IPA.
For example, it might be easy to focus only on the impact of the trauma 
and thus lose a sense of the meaning of the abuse for a woman. 
However, an understanding of how women make sense of and cope with 
their experiences is, I believe, a pre-requisite to successful therapeutic 
intervention. If more was known about the relevant coping strategies both 
in the short and longer term, practitioners would be better placed to build 
on women's own efforts to cope with IPA and mother their children, both 
during an abusive relationship and if a woman chooses to leave. Such
This term is used throughout to refer to trained and untrained workers, whether in the NHS, 
other statutory services or the voluntary sector, who try to help women who are abused by 
their intimate partners.
165
Major Research Project
knowledge could help to develop support systems and therapeutic 
interventions.
It is also important to understand the context in which a child is 
developing in order to provide a basis for intervention programmes that 
will help families affected by IPA (Prinz & Feerick, 2003). Knowledge of 
how their mothers cope with IPA would provide a better understanding of 
this.
2.4.2 Narrative analysis
The current study uses a method which can produce research data 
grounded in real-life experiences. A narrative approach privileges life 
stories. It does so as a way of understanding the world and exploring the 
meaning of events from a participant’s point of view. As well as allowing a 
detailed, contextualised understanding of participants’ stories, this method 
affords the opportunity to pay attention to how an individual talks about 
events which have happened in their lives (Vetere & Dallos, 2005).
Although it seems particularly appropriate to treat women who have left 
an abusive intimate relationship as experts on their own situations, a 
narrative analysis has been only infrequently attempted to explore 
women’s experiences of IPA. To my knowledge this has not yet been 
attempted in the UK. In the US, Australia and Sweden, a narrative 
approach has been used to explore the meaning of IPA for women victims 
(Wood, 2001); the impact of such violence (Riger et al., 2002); the use of 
support networks (Davis et al, 2001); the process of leaving an abusive 
relationship (Hyden, 2005); and women’s perceptions of identity following 
IPA (Oke, 2008). However, a narrative approach has not yet been used to 
explore women’s understanding of coping and mothering through IPA.
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2.4.3 Research questions
The current study uses a narrative approach to analyse the accounts of 
mothers who have left an abusive intimate relationship to address each of 
the following questions;
1) How do mothers who have left an abusive intimate relationship 
describe coping with the abuse when they lived in the 
relationship?
2) How are they coping with their own and their children’s daily life 
and routines following the end of that relationship? (such as 
social relationships, work, free time)
3) How do they describe mothering their children both during and 
after leaving the relationship?
It is important to seek the perspectives of mothers who have been 
affected by IPA to try to ensure that their views inform the services which 
may come into contact with them or their children.
2.5 Reflexivity
My interest in IPA started with the opportunity to study this topic as an 
undergraduate. A decade later, I started work as a trainee clinical 
psychologist. My interest in IPA re-emerged as I realised that the majority of 
adult clients I was working with in a Community Mental Health Team had 
directly experienced, witnessed or themselves been the perpetrator of IPA. 
The clients that I met had coped with and thought about these experiences in 
various different ways which had led to different long-term outcomes.
At the start of the research process, I recorded a conversation with two other 
trainee clinical psychologist researchers. My colleagues asked me about my 
interest in, and motives for, this research. I reflected that I had had no direct 
experience of or specialist work experience in the area of IPA and that my
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prime motivation for carrying out the research was my desire to understand 
the perspectives of women affected by IPA, which had been relevant to much 
of my clinical work to date. I spoke about my curiosity as to how women who 
had been abused by their intimate partner would view my interest in them. 
Although female, my position as a trainee clinical psychologist, and also my 
wedding ring, may prompt them to view me as very different to themselves - 
perhaps too different to speak with.
A telephone conversation with Erin Pizzey (founder of Chiswick Women’s Aid 
in 1971) encouraged me to keep an open mind about the coping strategies 
that women who are being and have been abused may use. I started my 
Major Research Project (MRP) by seeing coping strategies as a generally 
helpful way of managing IPA. Mrs Pizzey’s view was that such strategies 
could be adaptive in some instances but also not so helpful in others, 
depending on their consequences. Mrs Pizzey also suggested that the 
support network a women has would heavily influence the coping strategies 
that she uses (personal communication, 28 November 2008).
With these initial thoughts in mind, I started to consider the various 
approaches I could take to address the research questions.
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3. METHODS
“The harder I think 
The harder life is to sort 
The harder the thought the harder the think 
Sorting... order... thinking thoughts.
My brain always thinking 
My brain needs 
More...Space”
(‘Sapphire Queen’, in Imani Project, 2009)
3.1 Mode of Inquiry^
3.1.1 Consideration of different approaches
Before deciding on the most suitable method through which to address 
my research questions, I considered a number of qualitative methods.
An interpretative theme analysis, such as interpretative phenomenological 
analysis or grounded theory, allows researchers to extract major themes 
and issues from data. However, whilst an interpretative phenomenological 
analysis does seek to understand the specific experiences of individuals, 
which was one reason for carrying out this qualitative study, it does not 
allow researchers to look at either (i) the different ways in which 
individuals give their accounts of their experiences or (ii) how the content 
of an individual’s story and the ways in which they tell that story are 
interwoven (Vetere & Dallos, 2005). I was interested to explore both these 
aspects in women’s accounts of IPA. Similarly, although a grounded 
theory analysis would have given me the opportunity to work towards
^Josselson and Lieblich (2003) suggest this phrase captures the creative and innovative 
spirit of qualitative research.
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developing a theoretical understanding of how mothers cope during and 
after leaving an abusive relationship, I was more interested in exploring 
the ways in which mothers understand and talk about their experiences 
than in theorising their ways of coping. Therefore, I needed to use an 
alternative approach.
A discourse analysis, which focuses on the role of language in 
constructing social reality, is another method that I considered. On 
balance, I decided that this approach would have placed too great an 
emphasis on the language used by participants, and my own reading of 
their accounts. This would have been at the expense of looking at how 
participants told their narrative in its entirety. Further, a discourse analysis 
does not necessarily provide insight into a person’s psychological and 
social worlds (Coyle, 2007), which was something I was keen to ensure 
was not lost.
3.1.2 Narrative Analysis: Epistemology"^ and approach taken
The emphasis of a narrative analysis is narrative content and its 
meanings, which are sometimes revealed in structural forms (Josselson & 
Lieblich, 2003). Importantly, there is no prescribed way to capture these 
meanings. Rather, there is a ‘family of methods for interpreting texts that 
have in common a storied form’ (Riessman, 2008, p.11). The approach 
taken depends on both the epistemological position of the researcher and 
the research questions.
Narratives are presumed to have content (or specific events that are 
described and given meaning) and form (including elements such as 
coherence, detail, consistency and purpose in a person’s story: Vetere & 
Dallos, 2005). It is possible in a narrative analysis to focus on one or both 
of these elements. With my interest lying in what participants would say.
4 Refers to the bases or possibilities for knowledge implied by a particular research method.
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as well as how they said it, I decided to look at both narrative content and 
form.
My clinical training has helped to generate my belief that individuals 
construct narratives using their own individual experiences, together with 
‘building blocks’ available in both their common culture and within an 
interpersonal context (Lieblich et al., 1998). This led me to take a social 
constructivist approach to the generation of the research data. I also 
operated within a critical realist epistemology as I believe that despite the 
various social and interpersonal influences on how people recount their 
experiences, there is a degree of coherence between what people say 
and how they experience themselves (Crossley, 2000).
3.2 Recruitment of Participants
3.2.1 Accessing voluntary sector organisations
When I began this study I needed to make contact with organisations who 
could introduce me to potential participants. I wrote to 20 specialist 
voluntary sector organisations in the South-East of England that 
supported women and children affected by IPA (see Appendix 1 for this 
letter).
Although all 20 organisations expressed an interest in the current study, 
the majority were unable to be involved. This was for one or more of three 
main reasons: first, and most commonly, a lack of time due to the 
overwhelming demand for their services; second, concern that the women 
that they supported would be too distressed to take part in a research 
interview; and third, because women who had left an abusive relationship 
over 12 months ago generally no longer used services or kept in touch 
with the organisation. I was, however, able to meet with service managers 
at four organisations.
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Ultimately, one of the organisations was unable to get involved due to a 
change in personnel. Two organisations, each located in a different, 
culturally diverse urban area, agreed to try and introduce me to potential 
participants. At the fourth organisation I met the director of a London- 
based refuge who has twenty years’ experience of working with women 
and children who have left abusive relationships. She agreed to be my 
field supervisor and contribute to the analysis of interview transcripts. For 
this reason, we agreed that she would not introduce me to any women 
who used her organisation’s services, as prior knowledge of a 
participant’s experiences would risk compromising the independent 
perspective that she could offer.
Over an eight month period before the first interview, I was invited to 
spend time getting to know staff and the services provided at the three 
organisations who would be involved in the study. For example, I visited 
therapeutic services, talked to clinical and administrative staff members 
about their roles and attended business meetings. I also had the 
opportunity to speak to service users informally.
3.2.2 Inclusion criteria
Women were selected to take part if they met certain criteria, which were 
designed to be as inclusive as possible so as to allow for women with 
diverse experiences and backgrounds to participate. The criteria were as 
follows:
1. Relationship duration of some years with an intimate partner 
who was abusive^ before ending the relationship.
2. At least 12 months living out of the relationship and not in any 
other abusive relationship.
The definition of IPA used was the Home Office (2010) definition stated in the ‘Introduction’. 
This was considered sufficiently broad to be inclusive of women’s experiences.
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3. Mothers of dependent children aged 16 or younger during their 
relationship, or women who became pregnant during the 
relationship.
4. Not at risk of becoming overly distressed by the interview (as 
determined by the organisation which supported them).
5. Not cognitively impaired to the level where their supporting 
organisation thought that they would not be able to complete a 
research interview.
6. English-speaking. If English was a second language, it was 
necessary for me to understand the participant without the 
services of a translator. This was because there were no 
resources available for translators and also because a 
conversation mediated through a translator runs the risk of the 
researcher not capturing the full meaning of what was said.
3.2.3 Meeting potential participants
Staff at both recruiting organisations introduced me to five study 
participants. Recruitment then slowed considerably due to the lack of time 
organisations could spend on recruitment and also because women they 
did approach said they did not want to talk about their experiences.
I was then invited by one organisation to talk about the study at several 
meetings of a support group. Women who attended were told in advance 
that I would speak briefly about the research and, if they were interested 
in taking part, then had the opportunity to speak with me once the group 
had finished. A further four participants were recruited through this 
approach.
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3.3 Participants
Nine women participated in the research interview and eight women agreed 
to their narratives being included in the study®. Five participants were still 
using their organisation’s services whereas three participants had done so in 
the past and had kept in touch. Table 1 contains basic demographic details of 
each participant and their children, together with an overview of their abusive 
relationship. Relevant background information was collected before each 
interview on a pre-prepared document (Appendix 2).
Seven participants are from White British ethnic backgrounds. One 
participant is an immigrant from South-East Asia who was abused throughout 
an arranged marriage in her country of origin. All but one participant had 
given birth to children during their relationship (one woman had been 
pregnant during the relationship and left shortly before the birth).
All participants had finished a school education and two women had higher 
education qualifications. Six participants were full-time mothers and received 
state benefits. The other two participants were employed in the care and 
service industries respectively. Three participants had maintained their own 
homes throughout their relationship.
For one participant the abuse had occurred in a lesbian relationship, while 
the others had all been in heterosexual relationships. Participants described 
experiencing physical, emotional, sexual and financial abuse. For two 
participants the abuse had not been physical.
The wide range of participant demographics and circumstances allowed for 
the possibility of a wider range of interpretations of the data and also included 
the voices of two minority groups not well represented in empirical research
® Please refer to section 3.4.3 for details of one participant’s withdrawal of consent. Her 
demographic details are not included in this section. .
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on I PA: women in lesbian relationships and immigrants from South-East 
Asia.
Table 1: Participant demographic data
Name^ Age^ Name and age 
of child(ren)
Length of
relationship
(years)
Number of 
years since 
leaving the 
relationship
Kirsty 25 Liam (3) 3.5 1
Claire 30 Jade (3) 3 2
Georgina 33 Lauren (5) 
Ruth (16)
6 4
Carol 36 Kathryn (5) 
Ella (11)
5 6
Zoe 37 Anna (14) 
Rosy (18)
15 6
Lisa 38 Charlotte (6) 
Eva (8)
5 6
Sophie 48 Peter (5) 4 5
Barbara 55 Vanessa (21) 
Karl (27)
7 20
The principle of feeling ‘saturated’ suggested by Josselson and Lieblich 
(2003) informed a decision to stop interviewing after eight participants. Due 
to the richness of the narrative data produced, there was more than enough 
material to collate and communicate by this stage.
 ^Names of participants and their children have been changed.
® Ages of participants and their children at the time of the interview are given.
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3.4 Ethical Issues
Ethical approval for the study was obtained from the University of Surrey 
Ethics Committee (Appendix 3). The main ethical issues considered and the 
ways in which these were addressed are discussed below.
3.4.1 Understanding and consenting to the research
Women who met the inclusion criteria detailed above and showed an 
interest in taking part were given a written information sheet (Appendix 4). 
They were also provided with an interview guide, which gave details of 
the topics of research interest and examples of questions that might be 
asked at interview (Appendix 5). Participants reported that this openness 
about what the interview might be like helped them to prepare themselves 
for talking about aspects of their relationship that they had not consciously 
thought about for some time. It was also designed to reduce the ‘surprise’ 
element of an interview about interpersonal trauma.
After considering these two documents, women who thought they might 
want to take part informed their supporting organisation and agreed for 
their contact details to be passed on to me. I then arranged to meet with 
each woman individually to discuss the research generally and answer 
any questions that they might have at this stage. I also talked through the 
consent form (Appendix 6). Each woman was then given a two week 
period in which to consider whether she wanted to take part. I then 
contacted her again to check if she wanted to proceed, in which case a 
date for the interview was arranged.
Before starting the interview, I revisited the consent form with participants. 
Those who wished to proceed were given two copies of the form to sign in 
the presence of a witness. I kept one copy and one copy was given to the 
participant. Before, and also throughout the interview if necessary, I
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checked with participants that they were still happy to proceed. I also 
reminded them that they could withdraw from the research at any time.
3.4.2 Reducing the potential for participant distress during the interview
I consulted more experienced researchers in the field of I PA to plan my 
approach to the interview. Hyden (2008) proposes that whether a topic is 
seen as sensitive is relational, depending on the relationship between 
teller and listener. Therefore, I attempted to positively shape the relational 
circumstances for my interviews.
Before the interview, I had sought to build a rapport with participants at 
our initial meeting. Such a rapport has been considered important in 
previous research on I PA (Hlavka et al., 2007). I also allowed plenty of 
time before the interview started for refreshments and an informal chat.
The interview itself was not focused entirely on recalling the most 
traumatic parts of participants’ experiences, which might have been 
harmful. I was also interested in participants’ strategies of resistance and 
resilience (Hyden, 2008). During each interview I was able to offer a 
different perspective when participants recalled a distressing experience. 
For example, through expressing admiration of participants’ survival or 
asking how they had managed in extremely challenging circumstances.
3.4.3 Supporting participants after the interview
Interviews were conducted during the working day in an office at the 
relevant participant’s supporting organisation. This meant that staff were 
available on site to offer support to participants after the interview if 
necessary. Participants could also telephone or meet with a specific 
member of staff at a later date. At the end of each interview, participants 
were reminded of this and given written instructions about how to access 
such support (Appendix 7).
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One participant withdrew consent for her narrative to be included in the 
research the day after her interview. Although her supporting organisation 
could meet and keep in touch with her, they were not able to offer her the 
counselling sessions she wanted due to the demands placed on the 
service by other service users. Feedback from this participant indicated 
that she regretted telling me so much at interview. This was a vivid 
reminder of the power differential between the researcher and research 
participant as it was not possible for this participant to ‘untell’ her 
narrative. I also reflected that my clinical skills may have helped this 
participant talk about more than she anticipated she would.
This was the third interview I completed. Following this, I informed the 
other participants before their interview that their organisation could 
provide only their normal level of support after the interview and that this 
could mean having to wait to access counselling. I also made it clear that 
the interview was a single research interview rather than the start of a 
therapeutic intervention (Gilbert, 2002). The remaining participants were 
happy with these arrangements and, as previous research has found, 
seemed to want to share their experiences with someone who would not 
judge them (Bonham, 2006).
3.4.4 Anonymity and confidentiality
All raw data, including consent forms and contact details for participants, 
were kept at the researcher’s home in a locked filing cabinet. Interviews 
were digitally recorded. These files as well as the interview transcripts 
were password protected and stored on a home computer. Names, 
locations and any other identifying details were changed in the interview 
transcripts. After the study has been completed, consent forms and digital 
recordings of interviews will be destroyed, although anonymised interview 
transcripts will be kept.
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3.5 Interview Guide
The interview guide (Appendix 5) started with an opening statement based 
on that used in previous narrative research on I PA (Oke, 2008). Participants 
were reminded of the areas of research interest and asked to talk about their 
experiences of coping and mothering during and after leaving an abusive 
relationship, starting wherever they liked.
The guide then listed prompt questions, designed to help participants tell 
their narrative in an order that made sense (Chase, 2003). The topics and 
questions included were shaped by: a) conversations with my supervisors 
(e.g. did any other person/ people support you through that?); b) meeting 
with staff and service users at the three organisations (e.g. what was it like 
living through the abuse?); and c) the literature I had read (e.g. how did you 
manage your ex-partner’s abuse? Did this change over time?). As 
participants often spoke about the topics spontaneously it was not always 
necessary to use many prompt questions. However, the guide prepared me 
to be open to thinking about the types of issues that participants may want to 
speak about (Chase, 2003). Towards the end of each interview, I tried to 
elicit more elaborate narrations on topics already mentioned or those topics 
not already covered (Rosenthal, 1993).
3.6 Data Analysis
The eight interviews were conducted over a six month period and produced 
nearly fourteen hours of recorded data. Two interviews were each restricted 
to one hour’s duration due to limits on childcare provision at the relevant 
participant’s supporting organisation. Other interviews ended following 
confirmation from the participant that they had said all that they wished to 
say. Five participants spoke for around two hours each.
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3.6.1 Transcription
There is no universal way to transcribe an interview which is suitable for 
all research situations. When considering the approach I would take, I 
held in mind that transcription is considered an interpretative process 
(Riessman, 2008). Therefore my decision as to which aspects of the 
interview I would focus on was based on my research aims® (Mischler, 
1986). It was important to represent how each participant responded 
throughout the interview (see Appendix 8 for further details).
3.6.2 Interpretation
The analysis of some previous narrative research has been criticised for 
being based on intuition or clinical experience rather than any clear order 
or systématisation (Lieblich et al., 1998). To make clear the processes of 
interpretation that produced my research findings, I created a series of 
steps, based on previous work, which I could use flexibly.
(1 ) Getting to know the content and organisation of each narrative
The recorded interview was listened to again and the transcript read a 
number of times. Using a participant’s language where possible, a 
summary was made of the content of each narrative account (Chase, 
2003; see Appendix 9) and a list of the key events in the order they 
were spoken (Murray, 2008).
(2) Beginning interpretation
The first four transcripts were interpreted by making comments 
throughout each transcript to describe first, the content of what 
participants talked about, and second, the process of how they spoke
As summarised at section 2.4.3
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and the interaction between interviewer and participant. This 
encouraged me to interpret what was being said and ask myself what 
evidence (often in the form of a process observation) I had for my 
thinking (Chase, 2003). I realised that I was reading back and forth 
between the ‘what’ and the ‘how’: i.e. what the text was trying to 
communicate and how it was organised (Riessman, 2010).
(3) Including different perspectives
Immediately after each interview, I had recorded my impressions and 
process notes in a research diary. I added this information to my 
interpretations at the relevant parts of the transcript.
I also met with my field supervisor to discuss each participant’s 
narrative in detail. This meant that every analysis was, to some 
degree, a co-analysis, as I incorporated the new insights gained as a 
result of those discussions into the analysis of each transcript. The 
analysis benefited from my field supervisor’s clinical experience and 
different perspective. This helped me to realise that ‘what we choose 
to notice -  and ignore -  is shaped by our ever-changing conception of 
what matters’ (Ochberg, 2003, p.131).
(4) Making links
The analyses of the first four transcripts were photocopied. Each 
transcript was then cut up into sections with the aim of putting similar 
sections of the transcript into a group. The sections of text were 
allocated to a group based on content interpretations, rather than 
process interpretations, as this led to a greater number of groups and 
a deeper understanding of what participants had talked about. 
However, at the same time, by looking at the process interpretations I 
had made alongside content interpretations, I could see how each 
participant spoke about a particular topic. Each group contained
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sections of text from throughout the transcript which kept the analytic 
focus on each participant’s narrative as a whole.
(5) Naming themes
Following guidance from Chase (2003), a list was made first of all the 
content interpretations and then all the process interpretations 
identified within each group. This allowed for the initial analyses to be 
studied separately from the transcript. I gave each group a name to 
represent a content theme. This name tried to pull together the various 
ideas identified in those sections of text.
I noticed some similarities and some differences in the themes 
identified in each of the first four transcripts. As a new theme was 
identified, I searched back to see if any of the themes I had previously 
put forward for another transcript might be better encapsulated by the 
new theme, or whether parts of other themes might be best split off 
into a new theme (Wengraf, 2000). It was important to actively look out 
for contrary examples of a theme to be able to develop a convincing 
argument for a particular interpretation (Squire, 2008).
(6) Coding each theme
To analyse the final four transcripts, each content theme identified 
previously was given a code. The final four transcripts were coded 
with previously identified content themes to the extent it was possible 
to do so. A new theme was developed if necessary. Process 
interpretations continued to be made on a transcript by transcript 
basis.
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(7) Considering narrative form
To understand each narrative’s form, it was necessary to examine the 
key features of how each narrative was put together and the effects 
this achieved (Riessman, 2008). This included considering all the 
various ‘ingredients’ of the organisation of a narrative noted in the 
content and process interpretations made for each transcript, such as 
the organisation of events over time, selectivity and how participants 
viewed themselves and others (Dallos, 2006). Speech dysfluencies^®, 
which can either hide information or make otherwise hidden but 
important information available, were also noted (Crittenden & Landini, 
in press).
Gergen and Gergen (1986) identified three primary types of narrative 
form, each of which indicate how a person has evaluated their life over 
time. A progressive narrative will reveal that a person’s evaluation of 
events has improved over time. Evaluations of events get worse over 
time in a regressive narrative, whereas evaluations remain constant in 
a stable narrative (see Appendix 10 for more information). I drew on 
the work of Gergen and Gergen (1986) to identify a core narrative 
form for each participant’s narrative.
A complete analysis of the fourth interview transcript, ‘Georgina’, can 
be found at Appendix 11.1 chose to present my fourth analysis in full 
as by this stage I had developed confidence in using my chosen 
method of analysis. I also consider Georgina’s account sufficiently 
reflective and coherent to represent a wide range of themes.
10 Such as pauses, being lost for words or changing the subject abruptly.
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3.7 Research Quality Checks
Whilst designing, carrying out and writing up this qualitative research, the 
seven criteria developed by Elliot et al. (1999) to evaluate qualitative 
research were borne in mind. This seminal article was chosen because the 
criteria are similar to Riessman’s (2008) criteria for evaluating the 
trustworthiness of narrative research. I briefly outline the seven criteria below 
followed by a description of how this study meets each of these criteria.
3.7.1 Owning one’s perspective
Disclosure of a researcher’s own values, assumptions and interests and 
acknowledging the role these might have played throughout the process 
of completing qualitative research is thought to help others evaluate the 
interpretations made by the researcher. The four ‘reflexivity’ sections in 
this qualitative thesis aim to inform the reader of my existing and 
emerging beliefs.
3.7.2 Situating the sample
Demographic data about the participants and their children, together with 
information about their life circumstances and the abusive relationship 
discussed at interview, are presented to allow readers to consider the 
range of persons and situations to which the research findings might be 
relevant.
3.7.3 Grounding in examples
The ‘findings’ chapter contains a number of quotes from each participant, 
with further details contained in the appendices. This is to ground the 
content and process interpretations made by reference to examples, 
allowing the reader to form an opinion on the ‘fit’ between the data and 
the interpretations made.
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3.7.4 Providing credibility checks
To ensure a credible analysis, it is suggested that others should be 
involved in checking it. Further, Riessman (2008) advises that each stage 
of the process of analysis should be made explicit to others. My approach 
to analysis was discussed with my two research supervisors, one of 
whom assisted me with interpreting the transcripts.
Credibility can also be strengthened if findings are recognisable to 
participants. I have made arrangements to meet with participants to seek 
their feedback and can report on this at viva. I also hope to present the 
findings to staff at each service I worked with and other interested 
services, to extend these credibility checks.
I also met with two other narrative researchers to present the method of 
analysis I had devised and to hear their understanding of one of the 
transcripts in detail, before presenting my own interpretations. The two 
researchers thought my method of analysis was both thorough and 
systematic. Together, they identified the same strategies that the 
participant had used to cope with IRA as featured in my analysis. Our 
discussions helped to develop my thoughts on the clinical implications of 
this study (full details are contained in Appendix 12).
3.7.5 Coherence
Riessman (2008) suggests that instead of looking for coherence in 
participant’s accounts, which I found difficult to follow at times, coherence 
can be achieved by making data theoretically meaningful and also 
candidly presenting both commonalities and differences in participants’ 
accounts. I have attempted to do this in the ‘findings’ and ‘discussion’ 
chapters. As recommended by Elliot et al. (1999), I group my findings in a 
way intended to help readers make sense of participants’ narrative 
accounts.
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3.7.6 Accomplishing general vs. specific research tasks
Elliot et al. (1999) caution against extending the findings of qualitative 
research to other persons and contexts. This is highlighted in the 
‘discussion’ chapter.
3.7.7 Resonating with readers
The study is presented in a way that aims to clarify and add to the 
understanding of those who try to help women and children affected by 
I PA. Feedback from my research supervisors helped in this.
3.8 Reflexivity
The process of recruiting participants and interviewing, although enjoyable, 
was also challenging and emotionally demanding. With regards to 
recruitment, I learnt that the more integrated I became in the organisations I 
was working with, the more successful recruitment was.
During the interviews, I reflected that I could never fully understand the 
experiences of participants. At times, I could only bear witness to what was 
distressing for them to speak about and for me to hear. Seeking my own 
support from my supervisors meant that I developed confidence at managing 
to contain the strong emotions, both mine and the participants’, often present 
during interviews. This development coincided with noticing that, particularly 
during the later interviews, the participants and I were trying to make sense 
of what we were talking about together. I was becoming more skilled at 
facilitating participants to tell their story in their own way, rather than steering 
their narrative in another direction.
I will now explain the content of participants’ narratives and consider how 
they talked about their experiences.
186
Major Research Project
4. FINDINGS
“Oh mercy, mercy me, things ain’t what they used to be no!
Keep on, keeping on, going strong!
It is possible to turn tragedy into endless joy?
Be positive, not negative!
Be strong, hold on!”
(‘Chrysalis’, in Imani Project, 2009)
There are two main parts to this ‘findings’ chapter. First, I discuss the content 
of participants’ narratives. Second, the eight narratives are grouped into one 
of three categories, according to the narrative form each account takes, and 
considered in turn. When exploring both narrative content and narrative form, 
the way in which participants told their narratives is also discussed.
4.1 Narrative Content
The narrative content analysis of the eight transcripts produced 48 initial sub­
themes. After further review and categorisation, six overarching narrative 
themes, each containing a number of the initial sub-themes, were identified:
1. Participants’ understanding of the deterioration of their relationship 
overtime;
2. Participants’ gradual realisation of their ex-partner’s responsibility for 
the abuse;
3. Finding a way to increase social support to cope with I PA and leave 
the relationship;
4. Developing and adapting a wide range of strategies to cope with 
relationship difficulties and abuse whilst mothering children;
5. The responsibilities of motherhood in the context of I PA: a source of 
anxiety and strength;
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6. Participants’ attempts to build a better life, in the face of ongoing 
challenges, after ending their relationship.
All but three of the 48 sub-themes were common to more than one 
participant, suggesting that participants talked about similar experiences in 
response to the invitation to tell their stories of coping and mothering during 
and after leaving an abusive relationship.
The six overarching themes identified, together with a selection of the 
relevant sub-themes, are presented below. Due to the large number of sub­
themes and the diversity of content within each, the decision as to which 
findings to present in this thesis was made by reference to the following three 
criteria:
1. The findings are useful to help address the research questions.
2. Theoretical interest, either because the findings are under-researched 
or because they could add to the existing research base.
3. There are implications for clinical practice, service delivery or service 
development inherent in the findings.
Full details of all 48 sub-themes, including which were chosen to explore in 
this thesis, can be found at Appendix 13. A summary of the sub-themes 
identified in each participant’s narrative account can be found at Appendix 
14. On two occasions, when a particular experience was relevant for one 
participant but thought to illuminate an issue which might affect other women 
affected by I PA, further details of that participant’s narrative are given in a 
separate Appendix (see Appendices 15 and 16).
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4.1.1 Overarching Narrative Theme 1 :
Participants' understanding of the deterioration of their 
relationship over time
Participants described communication, financial and health difficulties as 
possible reasons for why their relationship with their ex-partner had 
deteriorated over time. They spoke of the abuse they had suffered and 
gave examples of how their ex-partner had attempted to control their 
behaviour.
4.1.2 Overarching Narrative Theme 2:
Participants’ gradual realisation of their ex-partner’s responsibility 
for the abuse
It was common in the earlier stages of their relationship for all participants 
to believe that factors external to the relationship were responsible for the 
abuse. For example, their ex-partner’s alcohol or drug abuse was 
mentioned by six participants: “He was perfectly fine if he didn’t have a 
drink” (Zoe).
At times, whether during or after the relationship, as many as five 
participants blamed themselves for the abuse: “Maybe or whatever if 
you’d said this or hadn’t said that, you know, things would have been 
different” (Carol). As their relationship progressed, as well as considering 
external factors, participants looked to their ex-partner to understand why 
the abuse continued, for example considering aspects of his personality.
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4.1.3 Overarching Narrative Theme 3:
Finding a way to increase social support to cope with I PA and 
leave the relationship
Throughout their narratives, participants were keen to talk about their 
efforts to cope with I PA by seeking and using social support. Indeed, 
many of the participants’ narratives focused on this topic for some time.
(A) Family, friends and community
Seven participants reported seeking support from family members and 
friends. During their relationship, participants often avoided telling 
immediate family about the abuse and instead chose other confidants. 
For example, Georgina selected a particular friend, whereas Kirsty 
received support from her grandparents as 7 didn’t want my mum and 
dad seeing me the way I was”.
Lisa tried to explain in more detail the reason she felt unable to talk to 
members of her family about what was happening. She seemed to 
want to avoid any negative reactions to her decision to remain in her 
violent relationship: “so you are back in the relationship so you don’t 
then want to go to your family saying oh guess what he did to me last 
week but we are fine now”.
Only one participant said that talking to friends or family had helped 
them to come to the decision to leave their ex-partner: “probably a 
month before we actually did split I was telling people that, you know, I 
didn’t want to be with him anymore” (Kirsty).
Two participants described not being supported by other people in 
their local communities. Barbara explained that “he is always drinking, 
and always we talk of the town” (further details of this community 
response to I PA can be found at Appendix 15). Nobody came forward
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to be a witness when Zee's ex-partner threatened her in public: “being 
in (postcode), no one sees nothing and no one hears nothing.”
After leaving their ex-partner, five participants demonstrated an ability 
to repair relationships with family members, who then went on to 
support them emotionally and practically. This finding is consistent 
with previous research (Riger et ai., 2002). However, other 
participants spoke about ongoing difficulties they were having in 
talking to family and friends about their abusive relationship. For 
example, Georgina chose not to tell her mother directly about the 
abuse she had suffered. Instead, she invited her mother to attend a 
presentation about her experiences that she gave. This had resulted in 
difficulties in their relationship: “My mum used to look after Ruth so 
that I could go out but now she won’t look after either of my children so 
I think that’s kind of. I don’t know if it’s Just cos she’s moved further 
away or because she doesn’t want me to go out with, maybe meet 
someone or anything?”
(B) Statutory and voluntary sector services
Seven participants talked about their experiences with different 
statutory and voluntary sector services.
(1) Police
During their relationship, the police had helped participants by putting 
them in contact with a specialist voluntary sector organisation or 
issuing injunctions. In the short term, the police could provide a 
reliable service resulting in temporary safety from a violent partner.
However, participants also recalled various unhelpful responses and 
attitudes from the police. For example, Lisa’s safety was jeopardised 
when she felt unable to disclose the abuse and the police therefore
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believed her ex-partner: “they’d say oh well, you know, are we ok to 
leave you, you’re not going to start again are you, to him and he’d say 
no, no we are fine and of course (p) as soon as they left, it would all 
kick off again.”
Zoe described an unsympathetic police response when she was 
unsure how to manage her ex-partner’s violence towards her: “And I’d 
drop the charges on him it wouldn’t go to court and then I could -  the 
police used to say you could be charged with wasting police time. ” 
When Zoe was arrested in connection with the I PA, she portrayed 
police treatment as abusive and traumatic (more details of Zoe’s 
experiences can be found at Appendix 16).
(2) Health Care
Two participants mentioned being referred to NHS addiction services 
after leaving their ex-partner. Two other participants spoke of NHS 
services that their children had used.
Just one participant described visiting her GP after experiencing 
physical violence from her ex-partner. However, Georgina could not 
explain to her GP that her ex-partner had been violent. When she 
needed a copy of her medical records at a later date, Georgina 
discovered that the GP had not made any record of her injury. Further, 
at the time, Georgina remembered hoping her GP would offer her 
“some kind of information or somewhere to go where I could talk about 
it or you know something like that”, which her GP had not done.
(3) Social services
Participants had mixed views of social services. Lisa referred to one 
member of staff, the first person she talked to about the abuse, as a 
“life saver"’. She described her relief at being asked directly if she was
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experiencing IPA. However, other participants experienced an 
unsympathetic or forceful approach from social workers. For example, 
Claire was not ready to leave her ex-partner when social services 
forced her to choose between her ex-partner and her daughter. She 
became very distressed during the interview at recalling this event: 7 
got told it was either him or Jade (voice breaking)”.
Two participants talked about not being able to access services after 
leaving their relationship. When Carol grew to suspect that her 
daughter had been abused by her ex-partner, social services said they 
could not help: ‘Tm pretty sure that something went on but until she’s 
actually said to me look mummy he done that that that, you know 
there’s nothing I can do”. No support was offered to Carol and social 
services “took two three months to come round once I’d rung them 
up”.
Similarly, once her time at a supervised contact centre had come to an 
end, Lisa did not know how to safely arrange contact visits for her ex­
partner with their children: “either he’d display some form of violence 
there, for you to be able to stay there, or he doesn’t and you 
eventually have to leave. Which I found that quite difficult because 
there is no after-care if you like and I think that’s something that, you 
know, needs to change.”
(4) Voluntary sector services
The subject of support received from specialist voluntary sector 
services came up in six participants’ narratives.
Claire and Georgina described a voluntary sector service as being 
their main source of support during their relationship and instrumental 
in helping them to leave their ex-partner: 7 didn’t break away from him
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until I was seeing someone at (service) and they were seeing me for a 
few times and I was talking to them and stuff’ (Georgina).
Other participants talked about the benefits of the services they had 
accessed: “coming here is a, is a release forme. I don’t have to do it 
in front of the children, if I want to sit and bawl my eyes out as I do and 
I can’t do that in front of the girls because I need them to see me as 
strong” (Lisa) and “Although I had help from friends and family, I don’t 
know, it was an outsider. And I don’t know it just all sort of came out all 
what was going on” (Zoe).
However, difficulties with voluntary sector services were also 
mentioned by two participants. One participant said that the 
counselling that she was finding very helpful had to be stopped 
abruptly due to a lack of funding. Another participant said that it had 
been very difficult to talk about her situation at a support group due to 
her fear of “outing” herself as a lesbian amongst other service users 
who had been abused by a male partner.
4.1.4 Overarching Narrative Theme 4:
Developing and adapting a wide range of strategies to cope with 
relationship difficulties and abuse whilst mothering children
In addition to using social support, participants described using a number 
of other strategies that had helped them to cope with their ex-partner’s 
abuse whilst mothering their children.
The strategies identified in participants’ narratives and presented below 
have been categorised using a three-factor model of coping devised by 
Billings and Moos (1981). This model encapsulates the two main theory- 
based functions of coping: problem-focused coping and emotion-focused 
coping. Categorisation of the strategies in this way allows meaningful
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comparison of these findings with previous research on coping with IPA 
and on coping more generally.
Billings and Moos identified two types of problem-focused coping 
strategies, ‘Active Cognitive’ and ‘Active Behavioural’ coping. They also 
identified one emotion-focused strategy which they termed ‘Avoidance’ 
coping. The Billings and Moos model usefully captures the strategies that 
the participants used with the exception of one strategy, ‘Turning to a 
Faith Base’. This strategy is discussed separately both in this thesis and 
in existing literature on coping (Folkman & Tedlie Moskowitz, 2004).
With the exception of one participant who did not report any avoidance 
strategies, each participant talked about using a minimum of four different 
coping strategies that fell within all three types of coping strategy 
identified by Billings and Moos. However, four participants talked about 
not knowing how they coped and two other participants said they had not 
coped very well at all.
Only one strategy, trying to please their ex-partner, was used exclusively 
by participants during their relationship and only one strategy, getting 
involved in lots of different activities, was used exclusively after leaving a 
relationship. Different versions of the same strategies were commonly 
used by participants both during and after leaving their abusive 
relationship.
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(A) Active Cognitive strategies
Four strategies used by participants involved them making efforts to 
cope through changing their thinking.
( 1 ) Thinking of the positives of a situation
Four participants talked about choosing to focus on the positives of a 
difficult situation. Two participants, Claire and Barbara, had used this 
strategy to cope with difficulties throughout their lives. During her 
relationship, Barbara thought it was “very good it’s night-time” when 
her ex-partner was violent towards her as that way others would not 
see what he did to her. Claire chose to think about the better times in 
her relationship - “when we first met” - after her ex-partner became 
violent towards her. After her relationship had ended, Claire also used 
this strategy. She turned her sadness at her ex-partner not wanting to 
see their daughter into the only positive she could think of: “it was his 
loss that he didn’t come wasn’t it?”
Carol and Sophie focused on the positives of their situations only after 
leaving their relationship. For example, Sophie focused on her joy at
“preparing to have a child”.
(2) There is no alternative: Having to cope
Five participants commented how thinking that they had to cope had
helped them both during and after leaving their relationships. 
Consistent with previous research, during their relationships, and even 
if they sought help from others, participants seemed to believe that 
nobody else could help them and that they alone were responsible for 
trying to stop the abuse (Lempert, 1996). These participants played 
down what they had managed to achieve. For example, when Claire
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was asked by the interviewer, “How did you manage to carry on?” she 
said “Well I had to; I think you have to don’t you?”
(3) Finding a new way to think about the abuse
Five participants described making efforts to think differently about 
their abusive relationship. Carol used this strategy during her 
relationship to minimise the abuse, which made her feel better: 7 
mean, even when he was doing these things I still thought you know, 
not a great big deal”.
After leaving their relationships, three participants spoke about trying 
to accept what had happened to them and reconcile this with the fact 
that they had done their best to cope at the time. Lisa said she had 
started to believe that “at that split second in time I did what I believed 
was right”.
(4) Focusing on the present
Five participants said that after leaving their relationship, they tried not 
to think about the future, instead concentrating on the present: 7 think 
I just kind of like muddled on, as best as I could of. Take it kind of like 
day to day, kind of like get through each day as best as you can” 
(Carol) and “I’ll just concentrate for a whole hour doing the bedding 
and the washing and stuff and if after that it hasn’t been done I’ll have 
another hour tomorrow” (Sophie).
Zoe was the only participant who spoke about also using this strategy 
to help her during her relationship. She recalled thinking “You just got 
to take one day at a time”.
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(B) Active Behavioural strategies
Participants sought to actively change their behaviour to cope with the 
challenges they faced in five different ways.
(1) Getting on with it
Seven participants talked about the efforts that they had made during 
their relationship to actively resolve difficulties and stop the abuse. 
This included calling the police when their ex-partner was abusive or 
leaving their ex-partner at times before they ended the relationship. If 
their efforts did not stop the abuse, participants’ responsibilities to 
others meant that they then focused on getting on with their lives: 7 
think I had no time at all to give attentions to that because I am very 
busy in my work” (Barbara) and 7 just had to get on with it, I’ve got, I 
had two kids then like a baby and a toddler"’ (Zoe).
Six of the participants also talked about having to find ways to get on 
with their lives after leaving their relationship: 7 just dealt with it. I just 
don’t know how” (Zoe).
(2) Trying to talk to ex-partner
Six participants spoke of times during their relationships when they 
had tried to talk to their ex-partner about his abusive behaviour. The 
consequences of doing so would either be an improvement or no 
change: “every time I threatened him to say I’d leave yer and I’ll take 
the kids and you’ll never find us, it’d all be fine again, you know?” 
(Zoe) and 7 mean I’d say about it the next day or whatever (p) but he, 
he’d, he was in denial about it all” (Claire).
After ending their relationship, Lisa and Carol continued trying to talk 
to their ex-partner about his behaviour towards their children.
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(3) Trying to please ex-partner
Four participants reported going out of their way to try to please their 
ex-partner during their relationship. One participant reported the only 
way she could be sure that her ex-partner would not become abusive 
was “Him getting his own way. Him getting what he wanted basically” 
(Kirsty). Another participant reported being hypervigilant of her own 
behaviour in an effort to avoid being abused: 7 always used to be on 
edge or sort of half alert thinking, oh god, you know what’s he going to 
say, what’s going to happen you know am I doing anything wrong or 
right?” (Georgina).
(4) Retaliation
Three participants used physical violence against their ex-partners 
during their relationship. One participant thought that other women 
who were abused in their intimate relationship might not use this 
strategy: “I’d hit him back, I wasn’t one of them” (Zoe).
Zoe also used physical violence towards her ex-partner once after 
leaving her relationship. One other participant spoke about using 
retaliation, but only after leaving her abusive relationship, as a 
potential way to resolve difficulties in her new relationship: 7 said to 
him or whatever you hit me and I’ll whack him one back. Maybe not 
the right way to go but I just want to be quite clear from the start that I 
will not be someone’s punch bag” (Carol).
(5) Getting involved in lots of different activities
After their relationship had ended, two participants said that they kept 
busy by becoming involved in lots of different activities, including 
voluntary sector service events, educational courses and employment.
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When encouraged, participants described these achievements with 
pride: “Yeah, I saved up £300!” (Claire).
The activities helped give both these participants aims for the future 
and to feel better about themselves. Georgina said she “sort of got my 
confidence back by doing all this stuff’.
(C) Avoidance Coping
Three types of strategy identified appeared to help participants to 
forget about or deny their relationship difficulties and associated 
emotions.
(1 ) Avoiding thinking and talking about relationship difficulties
Six participants spoke about times during their relationship when they 
had avoided talking or thinking about their relationship difficulties. 
Participants described the conscious efforts they made to do this: 
“that’s when i started to become quiet because then it would cause a 
big argument if I said anything” (Carol).
After ending their relationship, four of these six participants continued 
to use this way of coping. Lisa spoke of trying not to think about 
distressing memories: “you try to switch off and put it away and don’t 
want to think about it” (Lisa).
Two participants chose to pretend that their life experiences were not 
really their own: “if it makes any sense it’s like it’s easier to think that 
this is somebody else’s life that you’re living. It’s almost like you are 
watching someone else’s life. That is for me the best way to deal with 
it” (Carol).
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(2) Attempts to manage difficult feelings
During their relationship, Barbara and Lisa said that they had felt so 
hopeless and alone that they had thought about or attempted to 
commit suicide. After leaving the relationship, Sophie used alcohol 
and Carol ate “everything I could get my hands on” to distract 
themselves from painful feelings. Claire took illegal drugs at the end of 
and after her relationship. She thought this was evidence of her failing 
to cope with her situation: “Don’t think I did really manage it. I went, I 
went on drugs”.
(3) Running away
Four participants spoke about running away from difficult situations or 
hiding from their ex-partner. During their relationship, this was a 
strategy chosen when they wanted some time to themselves to think 
or when they felt unsafe: “He always used to cause arguments and I 
would quite often walk off, or run off, go and hide somewhere” 
(Georgina), “I am always hiding” (Barbara), “I’d go and hide. That’s the 
way we dealt with it, hid, ran, whatever” (Lisa) and “I started to phone 
the police, or, or run” (Claire).
Claire and Barbara also mentioned using this strategy in a different 
context before their abusive relationships.
(D) Turning to a Faith Base
This was an important coping strategy for one participant both during 
and after her relationship. Indeed, throughout her life, Barbara said 7 
never lost prayers”. Previous research has found that prayer is 
considered an effective means to cope with the difficult emotions 
aroused by I PA (Bauman et al., 2008). Barbara wanted to talk at
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length about the roles she had held within the church after she ended 
her relationship. These roles helped her to feel connected to others.
4.1.5 Overarching Narrative Theme 5:
The responsibilities of motherhood in the context of I PA: a source 
of anxiety and strength
Participants spoke about mothering during and after leaving their 
relationship in two ways. Kirsty and Lisa wanted to focus their narrative 
accounts on the impact their abusive relationship had had on their 
children. They returned to this topic time and again and found it more 
difficult to talk about their own experiences. This contrasted with the other 
participants who were able to talk about their experience of I PA more 
easily than how their children had been affected.
(A) Mothering children during the relationship
During their relationship, seven participants described the ways they 
had tried to keep their children safe, for example by not leaving their 
children alone in their ex-partner’s care.
Participants also recalled their ex-partner’s efforts to disrupt the 
mother-child relationship. Two participants said that their ex-partner 
had stopped them from breast-feeding their babies. Looking back, 
they thought this was because their ex-partner could not control 
breast-feeding and because it meant “he couldn’t do what I was doing, 
you know bonding with the baby” (Kirsty).
Participants also reported their ex-partners’ ongoing attempts to 
undermine them as mothers, through defining themselves as the most 
competent parent: “It’s like he’d have to do Jade’s hair and things like 
that” (Claire), or trying to reduce participants’ confidence in their ability
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to mother: 7 was trying to bring up a little boy. He was making me feel 
down and not feeling that I wasn’t worth anything” (Kirsty).
Previous research has shown that such behaviour from men who 
abuse can have adverse consequences for mothers after leaving an 
abusive relationship: an undue reliance on what others think when 
caring for their children (Dalpiaz, 2007).
(B) Mothering children after the relationship
Seven participants commented on various ongoing challenges they 
faced in mothering their children after leaving their ex-partner. Claire 
and Barbara spoke of prioritising their children's needs at the expense 
of their own because of a lack of money. For Sophie, the “isolation of 
an evening” was difficult. Carol was troubled by her daughter’s 
behaviour: “she can be quite, for a young child, and this may sound 
wrong, sometimes quite abusive in the way that she speaks. She 
speaks down to me, I mean she has raised her fist to me a couple of 
times”.
Lisa was concerned about whether accessing NHS mental health 
services was helping her children: “Hopefully giving the girls 
counselling now is going to make them stronger when they are older. I 
hope I have done the right thing, it’s a very difficult decision um to 
make because part of you sometimes I think counselling can be 
damaging you know opening up old wounds and things”.
In spite of such difficulties, four participants said that mothering had 
become easier or more pleasurable since leaving their ex-partner. 
They talked about having more money to take their children out, a 
perceived increase in parenting skills and having more time and 
attention to give to their children.
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Five participants spoke about receiving practical and emotional 
support to help them mother as a single parent. Family members 
provided this support for two participants, but three participants used 
community resources such as family centres or a crèche. These 
services had enabled participants to develop a new support network of 
other parents and talk to professionals that they grew to trust. For 
example, Kirsty learnt from a crèche worker that her young son may 
have memories of the violence he had witnessed: “She’d told me 
about this poster that Liam had, you know, seen. And there was two 
people and there was one pointing. They didn’t have any -  it was just 
white, clear white bodies. There was one pointing and he turned round 
and said that that’s daddy. And there was another one with their hands 
in their face and he said mummy. So (p) you know the angry man is 
daddy and the one that was upset was mummy. And that had KILLED 
me because obviously he knew (p) what was going on and I didn’t 
think he could”.
(C) Talking to children about IPA
Lisa, Georgina and Carol each talked about the difficulties they had 
had, and still have, in talking to their children about IPA, whether 
directed at themselves or at their children.
During her relationship, Carol found it hard to talk about her ex­
partner's abuse. After a distressing event, 7 kind of like left it. Just went 
home and we had dinnef’. Carol hoped that her children would come 
to an understanding about the abuse they had suffered without talking 
to her: “I Just normally say well I can’t answer all the questions that you 
have”. She was concerned about one question leading to another 
question.
After leaving her relationship, Lisa learnt that her children did not tell 
their mother about the abuse they were suffering because “they were
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frightened of him, they were frightened they didn’t want to upset me 
um and cause us to you know have an argument”. She recognised 
that “they were doing what I was doing, keeping it from people”.
When asked, participants attempted to think about how they might talk 
to their children about healthy intimate relationships. They talked 
about mutual respect and kindness and being wary of controlling 
behaviours. However, Sophie's response captures many of the 
participants’ thoughts on this: 7 haven’t thought that far ahead”.
(D) Children helping their mother to cope
All eight participants talked about their children having indirectly 
helped them to cope with difficulties both during and after leaving their 
relationship. This was the only sub-theme which featured in every 
narrative.
During their relationship, children were cited as the reason participants 
could carry on: “My (p) Eva was the one, as soon as she was born, 
she kept me going. As soon as she was bom, all of that with him just 
went out of the window” (Lisa).
Claire and Georgina said their children gave them the strength to 
leave their relationships. After leaving, focusing on their children 
helped increase seven participants' enjoyment of life and was a key 
source of support: “It’s going to be a bit harder when Liam gets bigger 
because he won’t want cuddles and he won’t want the kisses. He 
won’t need me as much as he does now and I think that’s going to be 
quite hard” (Kirsty).
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4.1.6 Overarching Narrative Theme 6:
Participants’ attempts to build a better life, in the face of ongoing 
challenges, after ending their relationship
(A) Leaving a relationship is only the start of ending it
The end of the relationship was not the end of the abuse. Three 
participants spoke of their ex-partner’s contact with their children and 
how this was an opportunity to continue to harass or abuse the 
participant or their children: "he didn’t like it being in that contact 
centre AT ALL He used to wait outside, wait in the hallway, um 
whatever he tried to do whatever he could to try and see me to talk to 
me and stuff. And in the end I used to, I had to say to the lady you 
know erm the supervisors there you know can he not wait outside?” 
(Georgina)
Five participants reported that their ex-partner’s behaviour had been 
distressing in other ways, including persistently attempting to see 
them, making threatening phone calls and even setting fire to their 
home.
(B) Continued negative impact of abusive relationship
Participants talked about how the experience of living in an abusive 
relationship continued to affect their lives. For Carol and Zoe, living in 
safety meant having to live in secret: “/ don’t give out my address to 
no-one unless I’m 100%” (Zoe).
Participants also talked about the impact of their abusive relationships 
on current and future intimate relationships. Although Lisa and Carol 
had formed new intimate relationships, three other participants did not 
want this, either through fear of being abused again or not being able 
to trust others.
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(C) Achieved or hoped for life experiences
Seven participants talked about different achievements, hopes or 
positive life experiences following the end of their relationship. Six 
participants were either actively engaged with or working towards 
securing paid or voluntary work which helped other people.
If participants had achieved recognition of their ex-partner's abuse 
through the legal process, this was something they were keen to 
include in their narratives: “Until the children are I think 16 or 18 that 
he can’t approach us. He can’t approach their school” (Carol).
4.2 Narrative Form
Participants communicated their complex and traumatic experiences to the 
interviewer in different ways. Three types of narrative form, which captured 
each participant’s way of communicating and motivation for telling their 
narrative, were identified: The story told to help others’; The story too 
difficult to tell’; and ‘Where’s my story going?’
The three types of narrative form identified relate, in different ways, to the 
narrative content themes discussed in section 4.1. The four participants who 
told their story to help others (Kirsty, Georgina, Lisa and Carol) each spoke 
about how they had managed to gradually build up their strength and self- 
confidence since the lowest point of their abusive relationship. They had 
used various active personal coping strategies, as well as seeking support 
from others, in order to leave their relationship and mother their children.
The three participants who found their story too difficult to tell (Barbara, 
Sophie and Claire) had not made many social connections with others either 
during their relationship or in the years after leaving. They each spoke about 
their difficulty in understanding the breakdown of their relationship and had 
used more avoidance coping strategies to manage the abuse. It was hard for
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these three participants to talk about the impact of the abuse on their children 
and they lived on a day-to-day basis rather than planning for the future.
One participant, Zoe, did not seem to know where her story was going. She 
had not used avoidance coping strategies but instead preferred to try and 
face difficulties directly and seek social support to help her manage the 
abuse. However, this way of coping had not prevented Zoe from feeling 
overwhelmed by what had happened to her and her children. Zoe was unable 
to view life without her abusive partner positively.
4.2.1 The Story Told to Help Others^ ^
Four participants considered that their lives had gradually improved and 
spoke about their hopes for the future. These women were clear that they 
wanted to talk about their experiences to help others.
(A) Example 1 : Kirsty
Kirsty began her narrative with an overview of her relationship with her 
ex-partner which lacked detail: 7 was like living here there and 
everywhere basically”. As the interview progressed, Kirsty returned to 
talk about some of her experiences in more depth, with a concern to 
“remember what actually HAPPENED”. There was a chronological 
ordering of events which gave Kirsty’s narrative a sense of coherence 
for the listener. The impact of Kirsty’s abusive relationship on her son, 
and how he had helped her to keep going, formed a large part of her 
narrative.
Kirsty did not spontaneously reflect on her feelings. When asked to 
think about how she had felt, Kirsty often downplayed what she had
11 This is based on a ‘progressive’ narrative form (see Appendix 10).
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had to cope with, saying, for example, “you know, that kind of hurt” or 
“it used to be quite hard”. Words did not seem adequate for Kirsty to 
express how she felt at different points in her relationship and she 
often used metaphors. For example, talking about a scar seemed to 
represent the lasting impact of the abuse she suffered: “There was an 
incident before that where he had actually bit me because I tried to get 
out of his car (p) which has kind of, has left me with a scar (said 
quietly). It’s not as visible any more but obviously I know it is there. ”
(B) Example 2: Georgina
Throughout her narrative, Georgina chose to focus on the ways in 
which her ex-partner had been physically and emotionally abusive and 
how she had sought to understand and try to manage his behaviour. 
She integrated her ideas about how her ex-partner may have felt at 
particular moments into her narrative but changed the subject or gave 
only a very brief explanation of her feelings if asked about her own 
internal world: 7 just felt you know really bad”.
Georgina's narrative was often very tentative: “Um, I don’t know really. 
Don’t know what keeps you going sort of thing. Think its just (p) I don’t 
know (p). Just thinking you’ve got to be a mother, you know, just try 
and be a good mum (I: mm) and you know try not to worry about stuff 
that going on. I mean just sort of (p) don’t know just try and push it 
aside.”
To help tell her post-relationship narrative, Georgina brought college 
certificates she had been awarded and examples of her work.
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(C) Example 3: Usa
Although Lisa chose to start her account from the “first sort of violent 
attack” towards her, she told her narrative by thinking about how her 
ex-partner's abuse had affected her children and her regret at the fact 
that he had had the opportunity to hurt them. She found it hard to talk 
about the abuse directed at her and sometimes used sentences to 
close down this topic: “that was the start of it really”. Reflections on her 
own thoughts or feelings often turned into descriptions of events: “In 
the end I was thinking -  and then he’d go off and storm off, like hurl 
abuse at me. ”
Lisa covered several topics more than once. This was partly because 
she seemed to speak as she thought of something rather than in any 
planned way: “Um half of me was frightened you know of his er 
unpredictability and what he could possibly - because obviously I knew 
that he had hit Hannah [ex-partner’s daughter from a previous 
relationship] as a teenager, but I actually didn’t believe that they were 
in any danger (p) before that (I: Mmm), before they hit teenage you 
know and they become sort of, because even the counsellor I saw.
(D) Example 4: Carol
Throughout her narrative, Carol voiced her concern that she was not 
telling her story in the ‘right' way: “I’m maybe going too fast?”; “I hope 
I’m doing alright?” She had considerable difficulty telling parts of her 
story: “just trying to think now, my mind’s gone blank, (p) Brain freeze”. 
Carol jumped over large blocks of time and often started a train of 
thought but did not finish it, particularly when this concerned the abuse 
of her oldest daughter Ella: “Erm (pause for three seconds) he used to 
come round to mine, I mean it just intensified, when I look at it, how it 
kind of, his control of her and almost trying to keep us at a distance, if 
that makes any sense. ”
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Carol’s focus during the interview was on her own feelings about the 
abuse directed both at her and her children; “it’s just kind of like anger, 
it’s like it washes over you, it’s like it takes control”. As Carol herself 
said, “it’s kind of like a rush to almost get it out.”
Carol’s increasingly positive view of events seemed to be at odds with 
her daughter’s perspective; “like Ella said it is really awful what’s 
happened, but if it hadn’t have happened we wouldn’t have got this 
house.”
4.2.2 The Story Too Difficult to TelP^
Three participants, one of whom did not speak English as a first 
language, and another of whom had been in an abusive relationship with 
another woman, told narratives which spanned a larger period of their 
lives but did so in less detail than other participants. The three women 
touched on a number of traumatic events in addition to their abusive 
relationship and each said they found it very difficult to talk to others 
about their lives.
These women had taken an evaluative approach to their experiences, 
seeing some times in their lives as unpleasant and difficult but 
nevertheless striving to achieve individual goals and cautiously 
recognising their successes.
(A) Example 1 : Barbara
Barbara came to the interview having written out her narrative, which 
she gave to me to keep. She chose to tell parts of her narrative by 
moving around the room and acting out what had happened, at the 
same time explaining what she was doing. Barbara could pause telling
12 This is based on a ‘stable’ narrative form (see Appendix 10).
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her story, access different memories and think about her feelings 
when she needed to. Her use of language was indicative of how little 
choice she had had during her relationship: “he told me”; “he brought 
me”.
Barbara spoke about the main concerns she had had during her 
relationship several times during the interview. It seemed that this was 
done to convey her perspective of these difficulties to the interviewer 
and then to engage in conversation to try and better understand “why” 
they had occurred. This might explain why, for Barbara, the interview 
was “really like giving and receiving of ideas”.
Barbara thought that talking about her experiences might help to “set 
me free from the burden of so many years”. She was keen to talk at 
length about her life now as well as about what had happened to her 
in the past.
(B) Example 2: Sophie
Sophie’s narrative was a very factual overview of her life. She first 
spoke of where she met her ex-partner and of trying to become 
pregnant. After finishing what she wanted to say on these topics, 
Sophie preferred to tell her narrative in response to prompt questions 
from the interviewer. She often shut down lines of enquiry by giving 
one word answers or saying 7 can’t remember”. Long periods of time 
were covered in a few sentences. For example, Sophie said very little 
about her four year relationship and preferred instead to talk about the 
challenges of mothering her young son following the end of the 
relationship.
Sophie did not speak about her feelings during her narrative. She 
responded to questions about feelings with her thoughts at the time:
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“Interviewer: How did that make you feel? Sophie: (p) Thank goodness 
that the relationship had ended”.
Sophie said she had never told anyone her story before and “sort of 
like re-capping everything and going back sort of like five years in my 
life” was “so difficult”. At the end of the interview Sophie was clear that 
she had said all that she was prepared to say: “I think that’s 
everything”.
(C) Example 3: Claire
At the start of her narrative, Claire seemed hesitant about voicing her 
experiences. Similarly to Sophie, Claire preferred to talk in response to 
prompt questions and throughout the interview responded with only 
two or three sentences at a time. There was regular use of one word 
answers and catch-all phrases -  “things like that” -  to close down 
conversation. Claire often said 7 don’t know” before answering a 
question briefly.
Unless she was specifically asked to think about it, a concept of time 
was absent from Claire’s story. There was also a notable lack of 
information from Claire about what could be considered key events, 
such as the act of leaving her ex-partner.
As the interview progressed, prompt questions seemed to support 
Claire’s storytelling rather than being a necessary pre-requisite to the 
story being told. Claire volunteered information about her childhood 
and achievements of which she was proud.
Throughout, Claire used a dichotomy to describe her experiences; 
they were either “easy” or “hard”. She found it difficult to reflect on her 
emotions verbally. Although Claire said at the start of the interview that 
her experiences “don’t bother me that much now”, she became very
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tearful on several occasions. When asked if she wanted to continue 
her narrative, Claire said 7 can keep going”. She thought that “it’s 
good to talk about it I suppose”.
4.2.3 Where’s my Story Going?13
One participant, Zoe, talked about how life had increasingly become more 
difficult for her since meeting her ex-partner. Zoe started and finished her 
narrative by talking about the challenges she currently faced and chose 
not to think about the future. She thought that her relationship “was a 
waste of fifteen years”.
Zoe told her narrative in a strict chronological order starting from when 
she met her ex-partner. Until the very end of the two hour interview, when 
Zoe had finished saying what she wanted to say, any questions were 
answered only briefly or not at all before Zoe returned to her story at the 
exact point she had left off. Throughout her narrative, Zoe asked 
questions she did not answer: “Why is it happening to me?”
Zoe’s narrative was saturated with different events and involved lots of 
other people. She often described what had happened through re­
creating conversations that she or others had had. This served the 
function of allowing Zoe to repeat aspects of her story by first stating what 
had happened and then recounting what she or others had said at the 
time. She also gave details of her emotional reactions: 7 had cried so 
much, as tears was touching my face, it was like acid burning my face.”
The account was focused on what she had had to cope with. Zoe’s 
children did not play main roles in her narrative. On several occasions, 
Zoe started to speak about the impact of her ex-partner’s violence on her 
children but then changed the subject, for example by returning to her ex-
13 This is based on a ‘regressive’ narrative form (see Appendix 10).
214
Major Research Project
partner’s behaviour: “They used to be petrified in the end, screaming, cos 
he was smashing things up in the home. ”
4.3 Reflexivity
I found several of my findings surprising. Perhaps, as I am not a mother 
myself, the degree to which participants’ children had helped them to cope 
was unexpected. I was also surprised by the sheer number of different 
coping strategies that participants had used, often doing so without 
considering what they were doing as anything other than normal everyday 
behaviour and thoughts.
I became increasingly aware that my analysis was influenced not only by my 
reading of the research in this area but also by discussions with my 
supervisors and the experiences I had had whilst visiting the services I 
worked with. My clinical training played a significant role in my interest in how 
participants told their narrative and what aspects of their narrative stood out. I 
started to collect my thoughts on how I might have shaped, helped or 
constrained this process. I will discuss these ideas in the clinical implications 
presented in the next and final chapter of the thesis, the ‘discussion’.
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5. DISCUSSION
“Sometimes when I sit with my child I am thinking 
when my child is growing what do I say to him if he ask me where is my dad?
If I tell him truth maybe he hate his dad 
because his dad he did too much bad things to me.
I don’t want to tell him I suffer so much. ”
(‘Sol’, in Imani Project, 2009)
This qualitative study explored the narratives of eight women to understand 
how they described coping with IPA. Further, as all participants are also 
mothers, a second aim of the study was to explore participants’ accounts of 
how they mothered their children in the context of IPA. The study also looked 
at how participants described coping with their own and their children’s daily 
life and routines, and how they mothered their children, after leaving the 
relationship.
The significance of the findings in relation to existing theory and research are 
discussed first, before going on to consider the clinical implications and 
implications for service delivery and development. I conclude by considering 
some of the limitations of the study and making suggestions for future 
research.
5.1 Coping Strategies Used by Mothers:
During and after leaving an abusive relationship
All participants spoke about the contextual factors that influenced the coping 
strategies they chose to use during and after their relationship. Participants 
reported employing a strategy dependent on the specific situation they were
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faced with, which demonstrates considerable coping flexibility and 
adaptability (Lester et al., 1994).
The strategies participants reported helped them to get on with their lives, 
keep safe and mother their children. Some of the strategies had the aim of 
stopping the abuse but this did not work, in their view. The participants found 
it hard to think about the personal qualities they had demonstrated whilst 
attempting to cope with the abuse and at times seemed despondent about 
the relative lack of success of the strategies they had tried. Further, it 
seemed that participants had not previously thought about their experiences 
in a positive way, in terms of ‘coping’ or ‘managing’. Previous research has 
indicated that the reason for such an outlook could be a perceived 
ineffectiveness of their coping strategies (Yoshihama, 2002).
In addition to their personal coping strategies, participants also turned to 
various forms of social support. Previous work has generally not attached 
much importance to such social forms of coping. The findings showed, 
however, that when participants could not access external support, their 
coping options were limited. For example, the participant whose marriage 
had been arranged said she could not divorce her husband because of the 
shame that a failed marriage would bring on her and her extended family. 
Other participants described how being judged or not being believed by 
others meant that leaving their relationships was very difficult. Such findings 
highlight that research efforts which are unduly focused on individual coping 
responses perpetuate the lack of analysis of how societal or institutional 
factors can protect women from IPA or, conversely, promote abuse towards 
them, for example through a lack of professional recognition of the impact of 
IPA (Bostock et al., 2009).
The study goes beyond previous work in the field by finding that participants 
commonly reported using the same types of coping strategies to manage 
daily life in the years after leaving an abusive relationship as they did during 
the relationship. Further, the existing literature on coping with IPA does not
217
Major Research Project
consider women in their capacity as mothers. This is significant as the 
findings suggest that caring for their children was a major source of support 
to participants. However, the responsibilities of motherhood could mean that 
participants chose to stay in their relationship longer. After they left their ex­
partner, focusing on their children’s needs could mean participants did not 
develop new sources of support.
5.2 Mothering Children: 
During and after leaving an abusive relationship
Consistent with previous research, participants reported that being a mother 
was both physically and emotionally more challenging during their abusive 
relationship (Radford & Hester, 2006). This is because ex-partners made 
mothering more difficult and undermined the mothers’ relationships with their 
children. After leaving the relationship, participants talked about ongoing 
abuse (Logan & Walker, 2004) and ex-partners’ requests for contact with the 
children as an opportunity to continue to exercise control over the mothers 
(Beeble et al., 2007). In spite of these challenges, participants talked about 
accessing community resources and seeking support from others to help 
them care for their children.
Participants’ accounts revealed that it was difficult for them to speak about 
how the abuse might have affected their children. It was also difficult for 
participants to talk to their children about the abuse the children had 
witnessed and, in some cases, suffered. Previous research has found that 
after leaving an abusive relationship, the majority of women and children do 
not talk to each other about what went on in order to protect each other from 
painful memories (Mullender et al., 2002). The findings suggest that there 
may be other reasons for the silence: as well as a general lack of confidence 
in how to talk to their children about what had happened, participants 
seemed to find it difficult to contemplate listening to their children talk about 
the source of their own trauma.
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5.3 Clinical Implications
The findings have a number of implications for practitioners as well as 
professional training and supervision. Although the five principles discussed 
below are not new, it is revealing that the findings support their use when 
working with mothers affected by IPA. A full discussion of each principle is 
beyond the scope of this thesis, but instead some of the important issues are 
explored.
5.3.1 The challenges of creating a trauma narrative
Previous research has speculated that difficulties encountered by victims 
in talking about IPA may stem in part from them attempting to share 
experiences too soon after leaving an abusive relationship (e.g. Campbell 
et al., 1998). However, the current study shows that talking about IPA 
may still be difficult many years after leaving. Also, as the years go by, 
and other people’s memories fade, there may be limited opportunities for 
a woman to talk with family and friends in order to psychologically process 
her experiences and integrate these into an ongoing life story.
Facing difficult and frightening experiences by developing an account 
which can be communicated to others has been held as an instrumental 
step in processing traumatic experiences and moving towards positive 
change (Harvey et al., 2006). Practitioners can help in this process by 
providing opportunities for women with a history of IPA to create their own 
individual narratives. However, as well as being listened to, women are 
also likely to need varying degrees of support to talk about their 
experiences. A helpful way that practitioners can provide this support is to 
ask questions or make suggestions that are not too far from a woman’s 
understanding of events, whilst at the same time offering some challenge 
and a different perspective (Dalles & Vetere, 2009). It may also help 
women if alternative ways of conveying experiences are encouraged and
219
Major Research Project
validated. In the study, participants chose to act, write and talk about 
college certificates as ways of communicating their experiences.
Therapeutic work could also help women to pay attention to and clarify 
their emotions about what happened to them (Vetere & Dallos, 2008). For 
example, some participants seemed to dismiss or over-simplify what they 
had felt or how difficult life had been for them. Although this strategy may 
have helped them to carry on with their lives, it had not helped them to 
deal with their feelings about the abuse (Bauman et a/., 2008). Other 
participants became overwhelmed by their distress, so in those instances 
practitioners could seek to help clients develop strategies to calm 
themselves down (Tedeschi & Calhoun, 2006).
A narrative therapy approach, and two techniques used in such an 
approach in particular (challenging problem-saturated stories and 
externalising difficulties), could be usefully employed when assisting 
women to create narratives about IPA. The process of creating such 
narratives will help shape how women think of the past and also how they 
view and plan for the future (Dallos & Vetere, 2009).
5.3.2 A strengths-focused approach
Participants often saw the negative consequences of the ways they had 
chosen to cope and to mother. It seemed that participants, like some 
previous researchers, were failing to take account of the context for their 
coping efforts.
An approach that instead focuses on helping women appreciate the 
strengths inherent in their narrative, whilst at the same time 
acknowledging the profound challenges that exist, may help women to 
view their abilities and how they coped in a more positive light. This is 
supported by previous research which has indicated the need to take a 
strengths-focused approach with women who have been abused (e.g.
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Humphreys, 2003). Indeed, some previous research has viewed such an 
approach as the most significant part of any intervention a practitioner can 
offer (Davis, 2002a).
Further, a strengths-focused approach could help women feel more 
supported and therefore better able to appraise the coping strategies they 
currently use. It might be important for women to evaluate the 'fit' of their 
coping strategies with the context of their changed environment, both to 
help them face challenges and also because these coping strategies 
might be passed on to their children.
5.3.3 How a story is told is important
A narrative is generally judged to be coherent if events are linked in a 
temporal and causal sequence and there is integration of emotional states 
and events (Dallos, 2006). If, therefore, a person is unable to give such 
an account of a traumatic experience, it can be indicative of difficulties in 
their thinking about and understanding of what has happened to them 
(Enosh & Buchbinder, 2005). By paying attention to how women talk 
about their experiences of IPA, as well as to the content of their narrative, 
practitioners can intervene in a more targeted way. The narrative form of 
each account presented in the current study, when considered together 
with how participants talked about their experiences, provides an 
indication of what might be useful to work on in a therapeutic intervention.
The four women whose principal motive in telling their stories was to help 
others (Kirsty, Georgina, Lisa and Carol) might benefit from help to 
process their emotional reactions and integrate their feelings with events. 
In contrast, the three women whose story was too difficult to tell (Barbara, 
Sophie and Claire) had not previously had opportunities to talk to others 
about their experiences and might therefore benefit from an ‘expert 
companion’ during the process of creating a narrative. An ‘expert 
companion’ would both support the women and help identify any subtle
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indicators of future growth, which may not otherwise be evident to the 
narrator (Tedeschi & Calhoun, 2006). Zoe, who could not identify where 
her story was going, had many unanswered questions. Practitioners could 
play a useful role by communicating to Zoe the value of all her 
experiences as sources of learning and helping her to gradually process 
these, to allow her traumatic memories to be incorporated into a narrative 
of an ongoing journey (Evans & Lindsay, 2008).
5.3.4 The importance of the therapeutic relationship
People who have experienced trauma in their intimate relationships are 
often fearful of emotional closeness and likely to have subsequent 
difficulties in developing close relationships with others. However, a 
secure and trusting relationship with another person is critical for people 
to heal from traumatic experiences (Dallos & Vetere, 2009) and is also 
necessary for people to attend to mental states in themselves and others 
(Allen et al., 2008).
The findings suggest that participants were very aware of what their ex­
partners might have been thinking or feeling, which had been important to 
preserve their own safety, but were less able to understand their own 
internal world, or that of their child. Within a safe and secure relationship, 
it is possible for practitioners to help women to think, feel, talk and learn 
about their previous experiences from these different perspectives. The 
ability to do this can promote resilience in the event of future challenges 
(Stein, 2006). Further, women can use their experiences within the safety 
of a therapeutic relationship as a platform for an adaptive way of relating 
to others. This can act as a bridge to them subsequently building new 
supportive relationships (Allen, 2001).
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5.3.5 Recognising trauma in parents
Practitioners have an important role to play in helping mothers to 
understand their feelings about IRA and the strategies they use to 
manage their experiences so that they can then help their children do the 
same. This is a valuable process: mothers have been reported by children 
as their most important source of help and support in the aftermath of IPA 
(Mullender et a/., 2002).
The findings indicate that after leaving an abusive relationship, a mother 
may need support from a practitioner in order to listen to her child talking 
about his or her memories of the past, before their child can be helped to 
create their own narrative about what has happened in their family. Such 
listening by the mother must be done carefully and without moving on too 
soon from negative emotions, as this risks preventing the children from 
remembering and properly processing the trauma (Dallos & Vetere, 
2009). The findings are a reminder for all services that come into contact 
with mothers several years after they have left an abusive relationship 
that their children may not yet have been helped to process their 
experiences of IPA (Humphreys et al., 2006).
5.4 Service Delivery and Development Implications
5.4.1 Statutory services
Participants held mixed views of statutory services. It is clear that the 
police, social workers and health care professionals can play a valuable 
role in the lives of women who have been abused. However, the negative 
experiences of some participants, such as not being believed or offered 
choices by services, were particularly acute as such treatment mimicked 
how they were treated by their abusive partner and therefore added to 
their overall experience of emotional trauma. This finding has been 
echoed in previous research in the UK (Bostock etal., 2009).
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Participants commented that they found it helpful when they were asked 
directly by professionals whether they were experiencing or had 
experienced IPA, as they found it too difficult to volunteer this information 
themselves. The importance of health care professionals appropriately 
addressing the possibility of IPA with clients has been highlighted by 
previous research (Nicolaidis, 2002).
Where criticisms of statutory services were voiced by participants, it was 
largely due to a lack of understanding that women can find it difficult to 
talk about IPA and that leaving a relationship is a gradual process rather 
than a single event (Wuest & Merritt-Gray, 1999). The police and social 
services sometimes also failed to provide effective protection to women 
and children in the years following the end of an abusive relationship 
(Bostock et al., 2009). Participants in the study received no safety 
guidance when they were asked by social services to parent co­
operatively with their ex-partners (Hardesty & Chung, 2006). In two cases, 
this led to an ex-partner harming their children. A clear domestic violence 
policy could help statutory services improve safety for women and 
children following separation from an abusive partner (DOSF, 2004).
Participants spoke less often about heath care services than social 
services or the police. In fact, the NHS was most notable by its absence 
from their narratives. This was perhaps because participants chose 
instead to make use of voluntary sector services, which were seen to be 
knowledgeable about IPA.
Continuing education for practitioners about the impact of IPA, and the 
differing support needs of mothers and their children during and after 
leaving an abusive relationship, would help address some of the 
difficulties that participants raised with statutory services.
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5.4.2 Voluntary sector services
Specialist voluntary sector services were sometimes the only, or in nearly 
all instances the main, source of practical and emotional support for 
participants. They helped a number of participants to leave their 
relationships. Support from these services also served to reduce 
participants’ feelings of isolation and gave them time to focus on their own 
needs. However, financial pressures mean that voluntary sector services 
are unfortunately limited in terms of the number of women they can help.
5.4.3 Individualised services
Although there were many similarities between the eight narrative 
accounts, there were also some important differences. In terms of future 
service development, the current study points to the importance of 
individualised, culturally sensitive services being made available which 
take account of women’s changing needs in the years following the end of 
an abusive relationship.
Group work can be cost-effective as well as enabling women to learn from 
and be supported by others who have experienced I PA. It might be 
helpful to have a series of linked groups looking at different issues (for 
example managing emotional distress, enhancing self-esteem and 
mothering) that women can progress through rather than a “one size fits 
all” group for all women. Further, having specialist workers within generic 
I PA services might help end the silence on I PA often maintained by 
sexual minority groups (Hardesty et al., 2008). Of course, although these 
suggestions might be desirable, both voluntary and statutory services will 
need to be creative about how they provide such individualised services 
in the current economic climate.
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5.5 Limitations
Several limitations should be considered when interpreting the findings. This 
was a qualitative study looking at the accounts of eight mothers, each of 
whom had left an abusive relationship, made use of voluntary sector services 
and volunteered to take part. Although the study has generated some new 
insights into the experiences of mothers affected by I PA, and how they might 
be best supported, the findings cannot be generalised and applied to other 
women. Further, the participants of the study lived in urban areas. The 
accounts may have been different if participants had lived in more rural 
environments (Shannon et al., 2006).
Although the participants represented a wide range of backgrounds and 
ages, the similar ethnic backgrounds of seven of the participants could be 
viewed as a limiting factor. Also, the low income levels of all eight participants 
mean that some of the issues they raised, and the strategies they used, 
could have been brought about by financial difficulties alongside or in 
addition to the I PA.
It also has to be recognised that other readings of the transcripts could have 
produced different insights which are equally supported by the text. However, 
such alternative readings of the text do not have to be in conflict with each 
other (Riessman, 2010).
Using a narrative approach meant that participants could communicate in 
their own time and on their own terms. This has been considered important 
when working with women who have experienced I PA (Hlavka et al., 2007). 
However, a drawback of a narrative interview study is that it is reliant on 
words and cannot capture the full extent of the non-verbal communication 
present during the interviews (Giorgi & Giorgi, 2008). Also, selective recall 
must be allowed for as all the accounts were provided retrospectively.
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5.6 Recommendations for Future Research
Future research could take an ethnographie approach. For example, if time 
had allowed, I would have liked to develop an ongoing relationship with 
participants. This would have enabled me to speak with them over a longer 
period of time and to have better included their perspectives into the analysis. 
Such an approach would have helped increase our understanding of how a 
woman’s narrative continues, and indeed changes, after leaving an abusive 
relationship. Action research, when research and practice inform and drive 
one another, might also be a helpful approach to use in future research in 
this area. For example, to explore the understanding that practitioners have 
about I PA before delivering and evaluating targeted training.
As there are, of course, two sides to any relationship, plus the voices of any 
children involved, a narrative approach might be useful to investigate the 
perspectives of people missing from the current study. It would be 
advantageous if any such research pays as much attention to the ways in 
which experiences of I PA are communicated as to the content of those 
recollections.
So as to address gaps in the UK knowledge base about how services can 
best support minority groups affected by I PA, it is important that any further 
research is culturally competent. Also, as there is limited research in the UK 
in this field to date, it is important for researchers in the UK to share with 
each other knowledge and expertise, such as successful approaches and 
methods, about the process of undertaking research in this area.
5.7 Concluding Remarks
The narrative approach used by the current study has shown that 
practitioners should not focus only on the content of a mother’s narrative. 
This is because it is possible to learn a great deal about how mothers have 
coped with I PA by also listening to how they tell their story.
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The findings build on previous research in this area by using a qualitative 
method to provide a contextualised understanding of the different ways in 
which women cope with I PA whilst continuing to mother their children. 
Further, it looks at the coping strategies used, both during and after leaving 
an abusive relationship, particularly in terms of how women have sought to 
move on with their lives after leaving the relationship.
5.8 Reflexivity
Whilst carrying out this research, I started to better recognise the different 
coping strategies that I use in my own life. Like the study participants, I had 
not previously seen each strategy as coping, rather things that I just did. I 
have since often been prompted to reflect on why I might be using a 
particular strategy in a certain context. I have realised that, at different times 
in my life, I have used nearly all the strategies that participants talked about.
I have also learnt that trauma is a complicated issue that becomes even 
more complicated when that trauma continues to affect a person's life several 
years after the event. The findings have helped my clinical practice as I now 
have a much better idea about how I might try to talk to women who have 
experienced I PA. Through talking to participants, and also carrying out work 
with children who have witnessed I PA at my current clinical placement, I 
have a greater understanding of how difficult it must be for mothers to listen 
to their children talk about their experiences of I PA.
As the study progressed, I increasingly thought about how exceptionally 
brave participants were to make public their largely untold stories, especially 
as they did not know exactly what I would do with their narratives. I hope that 
the respect and admiration that I have for each participant sufficiently shines 
through in my telling of their stories.
228
Major Research Project
6. REFERENCES
Abrahams, H. (2007). Supporting women after domestic violence: Loss, 
trauma and recovery. London: Jessica Kingsley.
Allen, J.G. (2001). Traumatic relationships and serious mental disorders. 
New York: Wiley.
Allen, J.G., Fonagy, P. & Bateman, A.W. (2008). Mentaiizing in clinical 
practice. Washington DC: American Psychiatric Publishing.
Bauman, E.M., Haaga, D.A.F. & Dutton, M.A. (2008). Coping with intimate 
partner violence: Battered women’s use and perceived helpfulness of 
emotion-focused coping strategies. Journal of Aggression, Maltreatment and 
Trauma, 17{^), 23-41.
Beeble, M.L., Bybee, D. & Sullivan, C.M. (2007). Abusive men’s use of 
children to control their partners and ex-partners. European Psychologist, 
12(1), 54-61.
Billings, A.G. & Moos, R.H. (1981). The role of coping responses and social 
resources in attenuating the stress of life events. Journal of Behavioral 
Medicine, 4, 139-157.
Blow, K. & Daniel, G. (2002). Frozen narratives? Post-divorce processes and 
contact disputes. Joumal of Family Therapy, 24, 85-103.
Bonham, E.M. (2006). Systems theory: A theoretical framework for 
understanding and treating difficult emotional and behavioural problems. 
Unpublished doctoral thesis. City of London University.
229
Major Research Project
Bostock, J., Plumpton, M. & Pratt, R. (2009). Domestic violence against 
women: Understanding social processes and women's experiences. Journal 
of Community and Applied Social Psychology, 19, 95-110.
Calvete, E., Corral, S. & Estevez, A. (2008). Coping as a mediator and 
moderator between intimate partner violence and symptoms of anxiety and 
depression. Violence Against Women, 14(B), 886-904.
Campbell, J., Rose, L., Kub, J. & Nedd, D. (1998). Voices of strength and 
resistance: A contextual and longitudinal analysis of women’s responses to 
battering. Journal of Interpersonal Violence, 13(6), 743-762.
Casanueva, C., Martin, S.L, Runyan, D.K., Barth, R.P. & Bradley, R.H. 
(2008). Quality of maternal parenting among intimate partner violence victims 
involved with the child welfare system. Journal of Family Violence, 23(6), 
413-427.
Chase, S.E. (2003). Learning to listen: Narrative principles in a qualitative 
research methods course. In Josselson, R., Lieblich, A. & McAdams, D.P. 
(Eds.) Up close and personal: The teaching and learning of narrative 
research (pp. 79-99). Washington DC: American Psychological Association.
Chemtob, C.M. & Carlson, J.G. (2004). Psychological effects of domestic 
violence on children and their mothers. International Journal of Stress 
Management, 11(3), 209-226.
Clements, C.M. & Sawhney, D.K. (2000). Coping with domestic violence: 
Control attributions, dysphoria and hopelessness. Journal of Traumatic 
Stress, 13(2), 219-240.
Connor-Smith, J.K., Compas, B.E., Wadsworth, M.E., Thomsen, A.H. & 
Saltzman, H. (2000). Responses to stress in adolescence: Measurement of
230
Major Research Project
coping and involuntary responses to stress. Journal of Consulting and 
Clinical Psychology, 68, 976-992.
Coyle, A. (2007). Discourse analysis. In Lyons, E. & Coyle, A. (Eds.) 
Analysing qualitative data in psychology (pp. 98-116). London: Sage.
Crittenden, P.M. & Landini, A. (in press). The adult attachment interview: 
Assessing psychological and interpersonal strategies. London: W.W. Norton.
Crossley, M.L. (2000). Introducing narrative psychology: Self, trauma and the 
construction of meaning. Buckingham: Open University Press.
Dallos, R. (2006). Attachment narrative therapy: Integrating narrative, 
systemic and attachment therapies. Berkshire: Open University Press.
Dallos, R. & Vetere, A. (2009). Systemic therapy and attachment narratives. 
East Sussex: Routledge.
Dalpiaz, C.M. (2007). Healing child victims and their parents in the aftermath 
of family violence. In Hamel, J. & Nicholls, T.L. (Eds.) Family interventions in 
domestic violence (pp. 541-560). New York: Springer.
Davis, K., Taylor, B. & Furniss, D. (2001). Narrative accounts of tracking the 
rural domestic violence survivors' journey: A feminist approach. Health Care 
for Women International, 22, 333-347.
Davis, R.E. (2002a). Leave-taking experiences in the lives of abused women. 
Clinical Nursing Research, 11(3), 285-305.
Davis, R.E. (2002b). “The strongest women”: Exploration of the inner 
resources of abused women. Qualitative Health Research, 12(9), 1248- 
1263.
231
Major Research Project
Department for Children, Schools and Families (DCSF, 2004). Every Child 
Matters. Retrieved 05 July 2010 from: http://www.dcsf.gov.uk/consultations/ 
downloadableDocs/EveryChildMatters.pdf
DeVoe, E.R. & Smith, E.L. (2002). The impact of domestic violence on urban 
preschool children: Battered mothers’ perspectives. Journal of Interpersonal 
Violence, 17(10), 1075-1101.
Eby, K.K. (2004). Exploring the stressors of low-income women with abusive 
partners: Understanding their needs and developing effective community 
responses. Journal of Family Violence, 19, 221-232.
Elliot, R., Fischer, C.T. & Rennie, D.L. (1999). Evolving guidelines for 
publication of qualitative research studies in psychology and related fields. 
British Journal of Clinical Fsychology, 38, 215-229.
Enosh, G. & Buchbinder, E. (2005). Strategies of distancing from emotional 
experience: Making memories of domestic violence. Qualitative Social Work: 
Research and Practice, 4(1), 9-32.
Evans, I. & Lindsay, J. (2008). Incorporation rather than recovery: Living with 
the legacy of domestic violence. Women’s Studies International Forum, 31, 
355-362.
Folkman, S. & Tedlie Moskowitz, J. (2004). Coping: Pitfalls and promise. 
Annual Review of Fsychology, 55, 745-74.
Fosco, G.M., DeBoard, R.L. & Grych, J.H. (2007). Making sense of family 
violence: Implications of children's appraisals of interparental aggression for 
their short- and long-term functioning. European Psychologist, 12(1), 6-16.
232
Major Research Project
Gergen, K J. & Gergen, M.M. (1986). Narrative form and the construction of 
psychological science. In Sarbin, T.R. (Ed.) Narrative psychology: The 
storied nature of human conduct (pp. 22-44). New York: Praeger.
Gilbert, K.R. (2002). Taking a narrative approach to grief research: Finding 
meaning in stories. Death Studies, 26, 223-239.
Giorgi, A. & Giorgi, B. (2008). Phenomenology. In Smith, J.A. (2008) (Ed.) 
Qualitative psychology: A practical guide to research methods (pp. 26-52). 
London: Sage.
Green, D.L. & Kane, M.N. (2009). Does type of crime affect the stress and 
coping process? Implications of intimate partner violence. Victims and 
Offenders, A(3), 249-264.
Hardesty, J.L. & Chung, G.H. (2006). Intimate partner violence, parental 
divorce, and child custody: Directions for intervention and future research. 
Family Relations, 55, 200-210.
Hardesty, J.L., Oswald, R.F., Khaw, L., Fonseca, C. & Chung, G.H. (2008). 
Lesbian mothering in the context of intimate partner violence. Journal of 
Lesbian Studies, 12(2-3), 191-210.
Harvey, J.H., Barnett, K. & Rupe, S. (2006). Posttraumatic growth and other 
outcomes of major loss in the context of complex family lives. In Erlbaum, 
L.G. & Tedeschi, R.G. (Eds.) Handbook of posttraumatic growth: Research 
and practice (pp. 100-117). Mahwah, New Jersey: Lawrence Erlbaum.
Hlavka, H.R., Kruttschnitt, C. & Carbone-Lopez, K. (2007). Revictimizing the 
victims? Interviewing women about intimate partner violence. Journal of 
Intimate Fariner Violence, 22(7), 894-920.
233
Major Research Project
Holt, S., Buckley, H. & Whelan, S. (2008). The impact of exposure to 
domestic violence on children and young people: A review of the literature. 
Child Abuse and Neglect, 32(8), 797-810.
Home Office (2010). Domestic Violence. Retrieved 01 April 2010 from: 
http ://www. crimered uction. homeoffice.gov.uk/violentcrime/dv01. htm
Humphreys, C., Mullender, A., Thiara, R. & Skamballis, A. (2006). “Talking to 
my mum”: Developing communication between mothers and children in the 
aftermath of domestic violence. Journal of Social Work, 6(1), 53-63.
Humphreys, J. (2003). Resilience in sheltered battered women. Issues in 
Mental Health Nursing, 25, 137-152.
Hyden, M. (2005). “I must have been an idiot to let it go on”: Agency and 
positioning in battered women’s narratives of leaving. Feminism & 
Psychology, 15(2), 169-188.
Hyden, M. (2008). Narrating sensitive topics. In Andrews, M., Squire, C. & 
Tamboukou, M. (Eds.) Doing narrative research (pp. 121-136). London: 
Sage.
Imani Project (2009). Stand in love: A collection of writing from the Imani 
Project by women who experienced violence in the home. London: Corporate 
Communications Unit, Wandsworth Council.
Josselson, R. & Lieblich, A. (2003). A framework for narrative research 
proposals in psychology. In Josselson, R., Lieblich, A. & McAdams, D.P. 
(Eds.) Up close and personal: The teaching and learning of narrative 
research (pp. 259-274). Washington DC: American Psychological 
Association.
234
Major Research Project
Knickerbocker, L., Heyman, R.E., Smith SIep, A.M., Jouriles, E.N. & 
McDonald, R. (2007). Co-occurrence of child and partner maltreatment: 
Definitions, prevalence, theory and implications for assessment. European 
Psychologist, 12(1), 36-44.
Krause, E.D., Kaltman, S., Goodman, L.A. & Dutton, M.A. (2008). Avoidant 
coping and PTSD symptoms related to domestic violence exposure: A 
longitudinal study. Journal of Traumatic Stress, 21(1), 83-90.
Lazarus, R. & Folkman, S. (1984). Stress, appraisal and coping. New York: 
Springer.
Lempert, L.B. (1996). Women’s strategies for survival: Developing agency in 
abusive relationships. Journal of Family Violence, 11(3), 269-289.
Lester, N., Smart, L. & Baum, A. (1994). Measuring coping flexibility. 
Psychology and Health, 9(6), 409-424.
Letourneau, N.L., Fedick, C.B. & Willms, J.D. (2007). Mothering and 
domestic violence: A longitudinal analysis. Journal of Family Violence, 22, 
649-659.
Levendosky, A.A., Leahy, K.L., Bogat, G.A., Davidson, W.S. & von Eye, A. 
(2006). Domestic violence, maternal parenting, maternal mental health and 
infant externalizing behavior. Journal of Family Psychology, 20(4), 544-552.
Levendosky, A., Lynch, S. & Graham-Bermann, S. (2000). Mother’s 
perceptions of the impact of woman abuse on their parenting. Violence 
Against Women, 6(3), 247-271.
Lewis, C.S., Griffing, S., Chu, M., Jospitre, T., Sage, R.E., Madry, L. et al. 
(2006). Coping and violence exposure as predictors of psychological
235
Major Research Project
functioning in domestic violence survivors. Violence Against Women, 12(4), 
340-354.
Lewis, G. (2004). Why mothers die, 2000-2002: The sixth report of 
confidential enquiries into maternal deaths in the United Kingdom. London: 
RCOG Press.
Lieblich, A., Tuval-Mashiach, R. & Zilber, T. (1998). Narrative research: 
Reading, analysis and interpretation. London: Sage.
Logan, T.K. & Walker, R. (2004). Separation as a risk factor for victims of 
intimate partner violence: Beyond lethality and injury. A response to 
Campbell. Journal of Interpersonal Violence, 19(12), 1478-1486.
Mischler, E.G. (1986). Research interviewing: Context and narrative. 
Cambridge, MA: Harvard University Press.
Mitchell, M.D., Hargrove, G.L., Collins, M.H., Thompson, M.P., Reddick, T.L. 
& Kaslow, N.J. (2006). Coping variables that mediate the relation between 
intimate partner violence and mental health outcomes among low-income, 
African American women. Journal of Clinical Psychology, 62(12), 1503-1520.
Mullender, A., Hague, G., Imam, U., Kelly, L., Malos, E. & Regan, L. (2002). 
Children’s perspectives on domestic violence. London: Sage.
Murray, M (2008). Narrative psychology. In Smith, J.A. (2008) (Ed.) 
Qualitative psychology: A practical guide to research methods (pp. 111-132). 
London: Sage.
Nicolaidis, C. (2002). Using patient narrative to educate physicians about 
domestic violence. Journal of General Internal Medicine, 17(2), 117-124.
236
Major Research Project
Ochberg, R. (2003). Teaching interpretation. In Josselson, R., Lieblich, A. & 
McAdams, D.P. (Eds.) Up close and personal: The teaching and learning of 
narrative research (pp. 113-133). Washington DC: American Psychological 
Association.
Oke, M. (2008). Remaking self after domestic violence: Mongolian and 
Australian women’s narratives of recovery. Australian and New Zealand 
Journal of Family Therapy, 29(3), 148-155.
Prinz, R.J. & Feerick, M.M. (2003). Next steps in research on children 
exposed to domestic violence. Clinical Child and Family Psychology Review, 
6(3), 215-219.
Radford, L. & Hester, M. (2006). Mothering through domestic violence. 
London: Jessica Kingsley.
Riessman, C.K. (2008). Narrative methods for the human sciences. London: 
Sage.
Riessman, C.K. (2010, 24^ *^  February). Borrowing narrative identities: 
Language, loss and Bob Dylan. Paper presented at the Leverhulme Public 
Lecture, Thomas Coram Research Unit, Institute of Education, London.
Riger, S., Raja, S. & Camacho, J. (2002). The radiating impact of intimate 
partner violence. Journal of Interpersonal Violence, 17(2), 184-205.
Rosenthal, G. (1993). Reconstruction of life stories: Principles of selection in 
generating stories for narrative biographical interviews. In Josselson, R. & 
Lieblich, A. (Eds.) The narrative study of lives (Volume 1) (pp. 59-91). 
London: Sage.
237
Major Research Project
Scheffer Lingren, M.S. & Renck, B. (2008). “It is still so deep-seated, the 
fear”: Psychological stress reactions as consequences of intimate partner 
violence. Journal of Psychiatric and Mental Health Nursing, 15(3), 219-228.
Shannon, L., Logan, T.K., Cole, J. & Medley, K. (2006). Help-seeking and 
coping strategies for intimate partner violence in rural and urban women. 
Violence and Victims, 21(2), 167-181.
Squire, C. (2008). Experience-centred and culturally-oriented approaches to 
narrative. In Andrews, M., Squire, C & Tamboukou, M. (Eds.) Doing narrative 
research (pp. 41-63). London: Sage.
Stein, H. (2006). Does mentaiizing promote resilience? In Allen, J.G. & 
Fonagy, P. (Eds.) Handbook of mentalization-based treatment (pp. 307-327). 
Chichester: Wiley.
Sullivan, C.M., Nguyen, H., Allen, N., Bybee, D. & Juras, J. (2000). Beyond 
searching for deficits: Evidence that physically and emotionally abused 
women are nurturing parents. Journal of Emotional Abuse, 2(1), 51-71.
Taft, C.T., Resick, P.A., Panuzio, J., Vogt, D.S. & Mechanic, M.B. (2007). 
Examining the correlates of engagement and disengagement coping among 
help-seeking battered women. Violence and Victims, 22(1), 3-17.
Tedeschi, R.G. & Calhoun, L.G. (2006). Expert companions: Posttraumatic 
growth in clinical practice. In Erlbaum, L.G. & Tedeschi, R.G. (Eds.) 
Handbook of posttraumatic growth: Research and practice (pp. 291-310). 
Mahwah, New Jersey: Lawrence Erlbaum.
Tobin, D.L., Holroyd, K.A., Reynolds, R.V. & Wigal, J.L. (1989). The 
hierarchical factor structure of the Coping Strategies Inventory. Cognitive 
Therapy and Research, 13, 343-361.
238
Major Research Project
Vetere, A. & Dallos, R. (2005). Researching psychotherapy and counselling. 
Berkshire: Open University Press.
Vetere, A. & Dallos, R. (2008). Systemic therapy and attachment narratives. 
Journal of Family Therapy, 30(4), 374-385.
Walby, S. & Allen, J. (2004). Domestic violence, sexual assault and stalking: 
Findings from the British Crime Survey. London: Home Office.
Waldrop, A.E. & Resick, P.A. (2004). Coping among adult female victims of 
domestic violence. Journal of Family Violence, 19(5), 291-302.
Wengraf, T. (2000). Uncovering the general from within the particular: From 
contingencies to typologies in the understanding of cases. In Chamberlayne, 
P., Bornât, J. & Wengraf, T. (Eds.) The turn to biographical methods in social 
science: Comparative issues and examples (pp. 140-164). London: 
Routledge.
Wood, L.T. (2001). The normalisation of violence in heterosexual romantic 
relationships: Women’s narratives of love and violence. Journal of Social and 
Personal Relationships, 18(2), 239-262.
Wuest, J. & Merritt-Gray, M.M. (1999). Not going back: Sustaining the 
separation process of leaving abusive relationships. Violence Against 
Women, 5, 110-133.
Yoshihama, M. (2002). Battered women’s coping strategies and 
psychological distress: Differences by immigration status. American Journal 
of Community Psychology, 30, 429-452.
Zink, T., Jacobson, J.C., Pabst, S., Regan, S. & Fisher, B.S. (2006). A 
lifetime of intimate partner violence: Coping strategies of older women. 
Journal of Interpersonal Violence, 21(5), 634-651
239
Major Research Project
7. APPENDICES
Appendix 1 ; Introductory letter sent to voluntary sector services
Addressee Name 
Address 1 
Address 2 
Address 3
Date
By post and email 
Dear [name]
I am in my second year of a three year doctorate in clinical psychology. I am 
currently planning my thesis research project in the area of intimate partner 
violence, a service area I wish to work in upon qualification. I am looking to work 
with a service to do this project, both to allow me to design the research with 
service needs in mind and also to meet potential participants.
Much of the research exploring intimate partner violence towards women focuses 
on what goes wrong for women as a consequence of the abuse. Published work is 
therefore often deficit-focused. However, I aim to look at how mothers who have 
left an abusive relationship coped when they were living in the relationship, and 
how they continue to cope if they choose to leave the relationship, highlighting the 
strengths, skills and abilities that help them to do so. Understanding this under­
researched area will help to deliver better services.
Professor Arlene Vetere is supervising me throughout this project. Arlene is Deputy 
Director of the University of Surrey clinical psychology training programme and co­
director of "Reading Safer Families". This specialist service works with known or 
suspected violent behaviour in families in both assessment and therapy contexts.
I would greatly appreciate the opportunity to come and discuss the project with you 
in the hope that it might be possible to work with your service. I will contact you in 
the next couple of weeks to see if this is something you would be interested to talk 
to me further about and if I could come and meet you at a convenient time.
Yours sincerely
Alexandra White^ "^
Trainee Clinical Psychologist, Surrey and Borders NHS Trust
a.white@surrev.ac.uk
I changed my name to ‘Jones’ part way through this study after getting married.
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Appendix 2: Participant background information sheet
UNIVERSITY OF
SURREY
Background Information
1. How old are you?.
2. How would you describe your ethnicity?
Choose one section from (a) to (e), then tick the appropriate box to indicate 
your cultural background.
(a) White
British O
Irish ^
nAny other white background, please write in below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write in below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below
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(d) Black or Black British
Caribbean
African
Any other black background, please write in below
(e) Chinese or Other ethnic group
Chinese
Any other, please write in below
3. What is your highest qualification? (please tick appropriate answer)
GSCE (s)/0 Level(s)/ CSE(s) Q  
A Level(s) D
Diploma Q
Degree Q
Postgraduate degree D
4. What is your current marital status? (please tick appropriate answer) 
Single Q
Married/ Civil Partnership |Q  
Cohabiting O
Separated Q
Divorced IM
Widowed D
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5. Do you:
Work in paid employment D (please state your current job)
Receive Benefits (please state what type of benefits)
Receive a Private Income
6. If relevant, what was your last job in paid employment?
7. Please state how long you were with your ex-partner:
8. Please provide details of the number of children you have and their ages:
Number of boys___________ Age(s)__________________________________
Number of girls_____________ Age(s)_________________________________
Thank you very much for giving this background information
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Appendix 3: Letter of ethical approval
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UNIVERSITY O F
SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Alexandra White 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
Faculty o f
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T; +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
July 2009
Dear Alexandra 
Reference: 339-PSY-09RS
Title of Project: Mothers’ accounts of how they coped, both during and after leaving an 
abusive relationship, with violence from their intimate partners
Thank you for your submission of thé above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle
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UNIVERSITY OF
SURREY
Information Sheet
Title of Project: Mothers' accounts of how they coped, both during and after 
leaving an abusive relationship, with violence from their intimate partners.
You are being invited to take part in a research study. Before you decide whether to 
take part, it is important for you to understand why the research is being done and 
what it will involve. Please take the time to read the following information carefully 
and discuss it with friends or relatives if you wish.
Who is doing the research?
Alexandra White, Trainee Clinical Psychologist, is carrying out this research as part 
of her doctoral qualification. Professor Arlene Vetere, a Clinical Psychologist with 
extensive experience of working with families affected by domestic violence, is 
supervising the study.
Whv is the research being carried out?
The research aims to find out how mothers who have left a violent intimate 
relationship describe coping and parenting when they lived in the relationship and 
how they talk about coping and parenting after they left that relationship. This will 
give us a better appreciation of the strengths, skills and abilities of women in these 
situations and an insight into how to further support their coping efforts.
Do I have to take part?
You do not have to take part in this study and the decision to do so is entirely yours. 
Whether you take part or not will have no effect on any treatment you require. You 
may withdraw from the research at any time, without giving a reason.
What will the research involve?
The research involves one interview lasting up to 1 % hours which will be recorded. 
If you want to terminate the interview you can do so at any time. If you would like 
to participate, (name of voluntary sector organisation) have agreed to offer you 
therapeutic support during the research process.
Details of how the interview will start and what might be asked are attached. You 
can use this to decide whether you wish to take part. If you do want to take part, it 
should help you to begin to think about the relevant topics.
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Is what I might talk about confidential?
All information is entirely confidential unless you say something in the interview 
which makes the researcher believe that you or other people are at risk of harm. In 
this case, although action might need to be taken by workers, this would be 
discussed with you first. No personal details will be recorded and the taped 
interviews will be destroyed at the end of the project. Anonymised interview 
transcripts will be kept to help write the research up for possible future publication.
What will happen to the results of the research?
When the results are available the researcher would like to contact you to see what 
you think of them. However, you can choose not to be contacted again after the 
interview. The results will also be discussed with other interested parties, 
researchers and women in a similar situation to you to see what they think.
The researcher will write a report about the research. You will not be identifiable in 
any part of the report. If you would like, you can be provided with a summary of the 
results of the research, a copy of your story, or both.
What do I do if I want to take part?
If you would like to take part, please contact the researcher via email 
(a.white@surrev.ac.uk) or by telephone at the University of Surrey (telephone 
01483 689 441; please leave a contact telephone number for the researcher to 
return your call if necessary). You will be able to ask the researcher if anything is not 
clear or if you would like more information. If you are happy to take part then we 
can arrange to meet for the interview which will be held at the (name of voluntary 
sector organisation) offices. As a token of appreciation for participation in this 
study, you will receive £10 of gift vouchers.
Thank you for reading this.
Alexandra White 
Trainee Clinical Psychologist 
University of Surrey
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Appendix 5: Interview guide
In te rv iew  T o p ic s
Below are some questions the researcher might ask you, either if they are relevant 
for your story or to find out more about something you say. You can use this guide 
to  begin thinking about what you might want to  talk about at interview and how 
you might respond to these questions. Alternatively, you might read the questions 
and decide you no longer wish to take part.
To start the interview the researcher will sav:
"I'm interested in how women who have left an abusive intimate relationship 
describe coping with the abuse when they lived in the relationship and how they  
are coping now that they have left that relationship. I'm also interested in how 
women in these situations talk about mothering their children.
The idea today is that you tell me about yourself and your life when you were with 
your partner and how you think you coped living with a partner who was abusive 
towards you. I'd also like you to tell me about your life since you left your partner.
I'd like to hear about what's important to you: I don't have a list of prepared 
questions to work through. If I don't understand something or have a query about 
what you say then I might ask you a question.
You can start where you want to with whatever is important to  you."
QUESTIONS I MAY ASK IF APPROPRIATE/ RELEVANT
1) To obtain clarification
Can you tell me more about that?
Why do you think that is the case?
Could you give me an example of that?
2) To find out about how participants coped 
How did you manage that?
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How were you able to do that?
What do you think helped you?
3) Participants' understanding of their relationship 
How did you meet your partner?
When did the abuse start?
Why do you think your partner was abusive towards you?
Can you describe what your partner did when he was abusive? How did you 
respond?
What were the important triggers for the abuse?
Why do you think that the abuse did not stop?
What was it like living through the abuse?
What aspects of your relationship with your partner kept you together?
4) Coping with the abuse
In your relationship, what factors limited the abuse?
How do you feel the abuse affected your life?
How did you manage your partner's abuse? Did this change over time?
Did any other person/ people support you through that?
Did you ever try to hurt yourself? (In the relationship/ after you left)
Have you ever used drugs/ alcohol to help you cope? (In the relationship/ after you 
left)
Who did you talk to about what you were going through?
What would you say was your greatest strength in that situation?
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Was that a strategy you had used before or was this new?
What was your partner's response to that?
Looking back, how helpful/ unhelpful was that strategy?
How did you recover when your partner was abusive?
What do you think it is about you that helped you in that situation?
5) Mothering through abuse
What was it like trying to mother when you were living in the relationship?
Do you think the abuse has had an impact on your children?
What has helped you to be a mother to your children?
What kind of parenting did you have? Did you ever witness abuse in your own 
childhood?
How did your children respond to your partner's abuse? Why do you think they 
responded in this way?
What do you think your children understood about the abuse? How did they cope? 
What was (biological/ social father) like as a parent?
6) Deciding to leave
How and when did you make the decision to leave the relationship?
What reasons would you give for your decision to leave?
How did you actually leave?
Who did you talk to?
How do you feel about your partner now you have left?
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7) The current situation
Has anything changed in your life since you left the relationship?
What are you looking forward to?
What are you not looking forward to?
How are coping with your new situation?
Is mothering different now? How and why do you think it is different?
What would you like your children to know about intimate relationships, in 
particular about keeping themselves safe from violence?
8) Post separation contact with ex-partner
How does this work? How do you feel about this? How do you manage this?
Does your partner ever use your children to hurt you?
THE END OF THE INTERVIEW 
How did you find the interview?
Did any aspect of the interview raise any difficulties for you?
Do you want to add anything further?
Remind participant of how they can access extra support should they wish to. 
Does participant mind being contacted about the results of the study?
Would participant iike a summary of the results of the research/ a copy of their 
story/ both?
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Appendix 6: Consent form
^  U N IV E R S IT Y  O F
'W SURREY
Consent Form
Researcher: Alexandra White
Trainee Clinical Psychologist
The purpose of this study is to explore how mothers who have left a violent intimate 
relationship describe coping with the abuse when they lived in the relationship and 
how they are coping now that they have left that relationship. The results will form  
part of the researcher's doctorate in Clinical Psychology at the University of Surrey.
1) I the undersigned voluntarily agree to take part in the study on coping and 
parenting whilst living in a violent intimate relationship and after leaving that 
relationship.
2) I have read and understood the Information Sheet provided. I have been given 
a full explanation by the investigators of the nature, purpose, location and 
likely duration of the study, and of what I will be expected to  do. I have been 
advised about any discomfort and possible ill-effects on my health and well­
being which may result. I have been given the opportunity to ask questions on 
all aspects of the study and have understood the advice and information given 
as a result.
3) I agree to comply with any instruction given to  me during the study and to  co­
operate fully with the investigators. I shall inform them immediately if I suffer 
any deterioration of any kind in my health or well-being, or experience any 
unexpected or unusual symptoms. ^
4) I agree to the investigators contacting my general practitioner about my 
participation in the study, and I authorise my GP to disclose details o f my 
relevant medical or drug history, in confidence.
5) I consent to my personal data, as outlined in the accompanying information 
sheet, being used for the research project detailed in the information sheet, 
and agree that data collected may be shared with other researchers or 
interested parties. I understand that all personal data relating to  volunteers is 
held and processed in the strictest confidence, and in accordance with the  
Data Protection Act (1998).
6) I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
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7) I acknowledge that in consideration for completing the study I shall receive 
£10 in gift vouchers. I recognise that the sum would be less, and at the 
discretion of the Principal investigator, if I withdraw before completion of the 
study.
8) I understand that in the event of my suffering a significant and enduring injury 
(including illness or disease) as a direct result of my participation in the study, 
compensation will be paid to me by the University subject to  certain provisos 
and limitations. The amount of compensation will be appropriate to the 
nature, severity and persistence of the injury and will, in general terms, be 
consistent with the amount of damages commonly awarded for similar Injury 
by an English court in cases where the liability has been admitted.
9) I confirm that I have read and understood the above and freely consent to  
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
1) Name of volunteer (BLOCK CAPITALS) ..........................................................
Signed ............................................................
Date..............................................................................................................................
2) Name of researcher/person taking consent ALEXANDRA WHITE
Signed.............................................................. ............................................................
Date ;...........................................................
3) Name of witness (BLOCK CAPITALS) ...........................................................
Signed .................................................... ......
Date.................................................................. ............................................................
If you have any questions about this research or wish to have a copy of the main 
findings, you can contact the researcher by leaving a telephone message via the 
University of Surrey (01483 689 441) or via email: a.white@surrev.ac.uk
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Appendix 7: Participant end of interview contact sheet
UNIVERSITY OF
SURREY
End of Interview Contact Sheet
Researcher: Alexandra White
Trainee Clinical Psychologist
Thank you very much for taking part in the research study to explore how mothers 
who have left a violent intimate relationship describe coping with the abuse when 
they lived in the relationship and how they are coping now that they have left that 
relationship. Your contribution to the research is greatly valued and appreciated.
Therapeutic Support
Now that you have completed the interview you may feel like you need to talk to  
someone about what you said and how you are feeling. Support has been arranged 
for you: you can talk to [name] at [insert organisation] by telephoning [telephone 
number]. You can also arrange to meet with [name] if this is what you would prefer.
Concerns about the Interview
If you are unhappy about any part of the interview and would like to make a 
complaint, you can contact Professor Arlene Vetere, Research Supervisor, by leaving 
a telephone message for Arlene to contact you via the University of Surrey (01483  
689 441) or by writing to Arlene at The University of Surrey, Guildford, Surrey GU2 
7XH.
W hat Will Happen to the Results of the Research?
When the results are available the researcher would like to contact you to see what 
you think of them. You will already have been asked if she can contact you again after 
the interview. The results will also be discussed with other interested parties, 
researchers and women in a similar situation to you to see what they think.
The researcher will write a report about the research. You will not be identifiable in 
any part of the report. You have been asked if you would like a summary of the  
results of the research, a copy of your story, or both.
Further Questions?
If after leaving the interview you have any further questions about this research you 
can contact the researcher by leaving a telephone message via the University of 
Surrey (01483 689 441) or via email: a.white@surrev.ac.uk
If you said that you did not want a copy of the research findings but then change your 
mind, please contact the researcher who will be pleased to provide you with a copy.
THANK YOU ONCE AGAIN
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Appendix 8: Features of the conversational interaction included when 
transcribing interviews
For the eight transcriptions produced, each person’s utterances appeared on the 
page as primary speaker (the participant) and listener/ questioner (the interviewer). 
Transcription guidelines, based on recommendations given by Riessman (2008), 
were followed. The features of verbal and non-verbal communication included were:
1) Non lexical expressions, such as “mmm” or “er”: if these were in the background 
whilst somebody was speaking they were presented in brackets.
2) Break-offs, when one person started to speak but stopped mid-stream: marked 
with “ -  “.
3) Pauses up to 2 seconds long: marked (p).
4) Longer pauses: marked in brackets with the addition of the length of time of the 
pause, e.g. (pause for 5 seconds).
5) Performance features that intensified the narrative such as laughter, a sigh or 
tears: given in bracketed italics.
6) Emphasis on particular words: shown in CAPITALS when there was a great deal
of emphasis on a particular word and italics for less emphasis.
7) Inaudible words: marked with —
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Appendix 9: Summaries of the content of participants’ narrative 
Kirstv’s story
accounts^®
Kirsty is 25 years old and had a relationship with her abusive ex-partner for three-and-a- 
half years. Kirsty and her ex-partner have a son, Liam, who is now three years old. 
Kirsty took part in the interview just over a year after leaving her relationship.
Kirsty became pregnant five months after meeting her ex-partner. She had nowhere 
permanent to live at the time until she was given a supported living flat in a block 
specifically for women. Her ex-partner had lived there with her, which was not allowed, 
but he did not have anywhere else to go either. Kirsty gave birth to Liam a month after 
she moved in and she married her ex-partner when Liam was three months old. Around 
this time, Kirsty’s ex-partner started working night shifts. He used to go out drinking after 
work and not come home. This caused arguments which escalated into physical 
violence.
Kirsty talked about how she tried to mother her son whilst living in an abusive 
relationship and the resulting physical and emotional toll this took on her and her son. 
She became increasingly isolated from friends and family. Towards the end of the 
relationship, the violence started to decrease in frequency and intensity, but Kirsty had 
begun to fall out of love with her ex-partner. After an argument where he cut up her 
bank card, Kirsty said she became violent herself towards her ex-partner. He had her 
arrested and changed the locks on her home.
With help from her family, the police and the council, Kirsty was able to move back 
home to live without her ex-partner. She described how life for her and her son had 
‘changed completely’ and expressed her hopes for the future. At the time of the 
interview, Kirsty had just divorced her ex-partner and was about to attend court hearings 
to try and prevent him having contact with their son.
Kirsty said that she had wanted to take part in the research as there is ‘not much talk 
about domestic violence’. Kirsty wanted to let other women affected by abuse know that 
‘there is another world after domestic violence’.
Georgina’s story can be found at Appendix 11
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Claire’s storv
Claire is 30 years old and was in a relationship with her abusive ex-partner for three
years. Claire and her ex-partner had a daughter, Jade, who is now three years old.
Claire took part in the interview nearly two years after leaving the relationship.
Claire started her story by talking about a support group that had helped her when her 
ex-partner became violent. When Claire first met her ex-partner, their relationship had 
been ‘good’, at least until she gave birth to Jade and he moved in with her. Claire 
described her ex-partner’s ‘jealousy’ and the resulting physical violence. She talked 
about the different strategies she had used to try and manage the abuse and also her 
experiences of mothering Jade during this time. Claire explained that she had not talked 
to anyone about the abuse during the relationship, apart from workers at her support 
group. After a year of living together with her ex-partner, the violence became more 
frequent. Claire said that she had not been able to cope any more and therefore had 
moved into a refuge with Jade.
Claire spoke about her childhood spent in foster care and also the time she spent in 
prison for a drugs-related offence as an adult. Claire had stopped using drugs after 
attending a rehabilitation programme whilst in prison, but started using again towards 
the end of the relationship to help her manage living with her abusive ex-partner. About 
a year after leaving the relationship, Claire spent time in a second drug rehabilitation unit 
and managed to become ‘clean’.
Mothering in the aftermath of the relationship was ‘hard’ for Claire. Her ex-partner had 
attended supervised contact sessions with Jade a few times but then stopped coming to 
see his daughter. Claire described how life was for her and Jade now and the new 
activities that she had started. She talked about her future goal of undertaking training to 
work with people who are undergoing drug rehabilitation treatment. Claire said that she 
took part in the research because she ‘always takes part in things’.
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Carol’s storv
Carol is 36 years old and has a daughter, Kathryn, five, who was born towards the end 
of Carol’s five year relationship with her abusive ex-partner. Carol also has a daughter 
Ella, eleven, from a previous relationship. Carol took part in the interview nearly six 
years after ending the abusive relationship.
Carol met her ex-partner in a crèche that Ella attended. Having started out in a ‘casual’ 
relationship with Carol, her ex-partner soon became ‘very controlling’ about how Carol 
cared for Ella. Carol also suffered threats of physical violence and sexual abuse.
As Ella grew older, Carol’s ex-partner wanted to spend a lot of time with her on his own. 
Carol had never lived with her ex-partner, but when Ella was four she started to stay 
with Carol’s ex-partner overnight once a week, to give Carol a break. Soon after Kathryn 
was born, Carol ended the relationship due to a lack of commitment to her from her ex­
partner. However, Carol did not want to prevent her ex-partner seeing the children so 
Ella and Kathryn continued to spend time with Carol’s ex-partner at his home.
This arrangement continued until one occasion when Ella was nearly seven. Carol tried 
to leave Ella with her ex-partner at his home as usual. However, Ella threw herself on 
the floor and made it clear that she did not want to stay. On their return home Ella said 
that Carol’s ex-partner had made her do things she did not like, Carol contacted social 
services but was told nothing could be done unless Ella made a disclosure of abuse. It 
took ‘two or three’ months for social services to set up a doctor’s examination for Ella. 
After six months Ella told Carol that her ex-partner had sexually abused her. This abuse 
was proven in a family court but not in a criminal court.
Carol and her daughters had to move home to prevent her ex-partner from contacting 
them. He was awarded supervised contact with his daughter Kathryn three times a year. 
Carol talked about the impact of the abuse on her intimate relationships and also of 
feeling ‘distant’ from Ella. She remains very angry towards her ex-partner and fears that 
he will abuse another child.
Carol said she took part in the research in the hope that it was ‘going to make a 
difference to even one person’s life’.
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Zoe’s storv
Zoe is 37 years old and had lived in a relationship with her abusive ex-partner for 15
years. During this time they had two daughters, Rosy, now 18 years old and Anna, 14.
Zoe took part in the interview six years after leaving her ex-partner.
Zoe began her story by telling me about meeting her ex-partner through a mutual friend. 
Zoe first experienced violence from her ex-partner when she had become pregnant with 
Rosy at the age of 18, two years after meeting her ex-partner. From this time onwards, 
there were frequent arguments about financial difficulties and his drinking.
Anna was born six years into the relationship. Zoe described trying to cope with the 
violence and mother her children. She felt unable to tell her family, who lived nearby, 
about the abuse. Over time, the violence escalated. Zoe asked her ex-partner to leave 
several times but had allowed him to return when he promised that he wouldn’t ‘do it 
again’. Zoe would ‘forgive him, everything would be hunky dory, and then he’d just 
change again’.
Over the course of their relationship Zoe’s ex-partner was sent to prison on three 
separate occasions. When Zoe decided that she could no longer cope with the abuse as 
well as her ex-partner’s drinking, drug-taking and other criminal activities, she asked him 
to leave. Zoe sought and obtained an injunction against her ex-partner which prevented 
him from contacting Zoe or their children. However, following this Zoe’s home was set 
on fire in the early hours of one morning, shortly after she had received a postcard of a 
water pump from her ex-partner.
Zoe subsequently met her ex-partner unexpectedly in her GP surgery where he 
threatened her with a knife. Zoe’s recollection about what happened next is hazy but she 
said she managed to get the knife from her ex-partner and it ‘went in him three times’. 
Zoe described the confusing weeks that followed when she spent time on bail. During 
this period, her grandmother died and her youngest daughter was hit by a car. At the 
end of a five day trial, Zoe was found guilty of attempted murder and served two months 
of an eight month prison sentence. Following her release, Zoe moved into a new home 
with her daughters and had since found paid employment. Zoe said she took part in the 
research to help the researcher.
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Lisa’s storv
U sa is 38 years old. She was in an abusive relationship with her ex-partner for five
years. He is the father of her two daughters, Eva, now eight, and Charlotte, six. Lisa
took part in the interview six years after leaving the relationship.
Lisa started her story by talking about the first violent attack from her ex-partner. This 
had happened six months into the relationship, shortly after she had moved in with him. 
Three years into the relationship, Lisa gave birth to Eva. Two months later Lisa’s ex­
partner’s two teenage daughters (from a previous relationship) came to live with them. 
Lisa talked about trying to understand the abuse and the strategies she had used to try 
and keep herself and the three children safe.
Lisa did not talk to anyone about the abuse. However, after her ex-partner hit his eldest 
daughter in the face, her school contacted social services. Lisa credits the Family 
Resource Worker she met as a result, who helped remove her ex-partner from their 
home, with ‘saving our lives’.
After Lisa ended the relationship, her ex-partner’s two eldest children went back to live 
with their own mother and Lisa gave birth to Charlotte. Lisa’s children subsequently saw 
their father at a contact centre for two years. After this, Lisa set up fortnightly 
unsupervised contact visits for the two children at his home. However, after Lisa’s ex­
partner physically abused Charlotte at a contact session, Lisa put an end to these 
sessions. Lisa has since experienced ‘continuous ongoing hassle’ from her ex-partner, 
who is trying to pursue contact with his daughters through the courts.
Lisa spoke about the counselling she and her children had received. Lisa thought anti­
depressant medication had helped her to talk about what she has been through. She 
considers she has ‘become a much stronger person, I feel like I have got myself back’.
Lisa hoped her participation in the interview would ‘just help someone else, you know, in 
the future’.
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Sophie’s storv
Sophie is 48 years old and has one son, Peter, who is now five years old. Sophie was in 
an abusive relationship with her ex-partner for four years and took part in the interview 
just over five years after ending the relationship.
Sophie and her ex-partner lived separately throughout their relationship. After two years 
together, the couple agreed to try and have a baby. Sophie needed help to conceive; 
she attempted to become pregnant through unknown sperm donors but this was 
unsuccessful. Peter was conceived after a friend of the couple, Ken, approached her ex­
partner and volunteered to be a sperm donor.
Soon after becoming pregnant, Sophie’s ex-partner started to be emotionally abusive 
towards her. At first Sophie said she ‘couldn’t see it slowly happening’, but grew to 
realise that she ‘shouldn’t be asked to do these bizarre things’. Sophie talked about her 
brother who had committed suicide on her son’s first birthday. She also described a 
physically and emotionally abusive childhood with a father who was ‘a nasty piece of 
work’.
Sophie ended the relationship shortly before Peter was born and did not have any help 
to care for him. She used alcohol to help her cope with the challenges of mothering. 
Sophie has tried to build up social contacts through community resources, such as 
playgroups, and Ken has Peter to stay each weekend, but overall she feels isolated. 
Sophie tries to take ‘each day as it comes’ and to help her son have the childhood that 
she did not.
Sophie is unwilling to talk to many people about what she has been through. She found 
the interview ‘difficult’ but took part as she ‘thought it would be helpful for others’.
260
Major Research Project
Barbara’s storv
Barbara is 55 years old and has two children, a son, 26, and a daughter, 21. Barbara 
was married to her abusive ex-partner for seven years and took part in the interview 
twenty years after separating from him.
Barbara explained that she had experienced family pressure to marry her ex-partner. 
During the marriage her ex-partner worked away from home for months at a time, was 
‘always drinking’ and openly pursued other women. He also restricted the amount of 
money that Barbara had and tried to sell family possessions without Barbara’s consent 
or knowledge.
Barbara’s ex-partner became physically violent towards her after around three years of 
marriage. At this time Barbara felt supported by work colleagues and talked to me about 
being proud of her achievements at work. However, she did not tell anyone about the 
abuse. On one occasion Barbara caught her ex-partner stubbing cigarettes out on their 
young son.
Barbara recalled five violent attacks. The worst, when Barbara feared for her life, 
occurred seven days after the birth of her daughter. After this attack Barbara left her ex­
partner. In the difficult time that followed Barbara felt so low and alone that she tried to 
commit suicide. This prompted Barbara and her children to move in with Barbara’s 
family. Barbara spoke about needing to travel away from the family home to find work 
which meant that her children had to be cared for by her parents and siblings.
Although lonely with ‘nobody to lean on’, Barbara fears another intimate relationship, 
preferring instead to focus her attentions on her church. Barbara wanted to help her 
children have ‘more than what I got’.
Barbara believes that not telling her story has made her unhappy and enjoyed the 
‘giving and receiving of ideas’ she experienced whilst telling her story.
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Appendix 10: Gergen and Gergen’s (1986) narrative forms
Gergen and Gergen (1986) identified three primary types of narrative form:
• Progressive: throughout the narrative, there is movement towards a goal. 
Evaluations of events improve over time and there is an optimistic tone.
• Regressive: throughout the narrative, there is movement away from a goal. 
Evaluations of events get worse over time and there is an overall pessimistic 
feel.
• Stable: there is little change in a person’s evaluation of events over the 
course of a narrative. This could make the narrative sound like events are 
simply being listed.
The authors devised more complex types of narrative form based on these three 
basic categories. For example, a ‘tragic’ narrative starts with a progressive structure 
but gradually becomes regressive, whereas Gergen and Gergen (1986) named the 
reverse of this (a regressive narrative that turns into a progressive narrative) a 
‘comedy’ narrative.
Since this time other researchers have used the three primary narrative forms in a 
flexible manner, which has meant that new narrative forms have been identified 
(Murray, 2008).
Although the three primary types of narrative form identified by Gergen and Gergen 
(1986) were used in the current study, the original names for these types of 
narrative form were not. This was because I wanted participants to be able to 
recognise any way I described their accounts. Further, I thought that by labelling 
participants’ accounts as ‘tragic’ or ‘regressive’, I would risk undermining their 
experiences.
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Appendix 11: Narrative analysis of participant 4: ‘Georgina’
(i) Summary of the content of Georgina’s narrative
Georgina is 33 years old and has a daughter, Lauren, nearly five, from her 
relationship with her abusive ex-partner. Georgina also has a daughter Ruth, 
sixteen, from a previous relationship. Georgina was in the relationship with her ex­
partner for six years and ended the relationship four years ago. She always lived 
separately from her ex-partner.
Georgina talked about the controlling behaviours she experienced from her ex­
partner soon after starting the relationship as well as her increasing isolation as he 
interfered with her friendships. She described the ways in which her ex-partner was 
both physically and emotionally abusive and how she had sought to understand and 
to manage both his abusive behaviour and use of alcohol. Georgina became 
pregnant with Lauren after ‘four or five’ years with her ex-partner. Georgina 
remembered Lauren as a demanding baby and found looking after her, with no 
support from her ex-partner, very difficult.
In the last violent episode Georgina experienced, Ruth was physically injured. The 
police put Georgina in touch with a voluntary sector domestic violence service where 
she received support and counselling. Georgina views this help as having been 
critical to enable her to tell her ex-partner that she wanted to leave him.
Since the relationship ended, Georgina said mothering her children has been easier 
and more enjoyable. She spoke about her experiences at supervised and 
unsupervised contact sessions for Lauren with her ex-partner, which had not worked 
out due to her ex-partner choosing to stop visiting their daughter. Although 
‘something bad’ had recently happened to her older daughter, Georgina talked 
about what she had done to manage this situation. Georgina has recently started to 
make new friends and enjoy classes at an adult learning centre.
Georgina took part in the interview as she wanted to contribute to increasing the 
knowledge and understanding of health care professionals about domestic violence.
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(ii) List of key events in Georgina’s narrative
- Length of separation from ex-partner (4 years) and length of relationship (6 
years)
- Beginning of relationship difficulties
- Ex-partner interfering with Georgina’s friendships
- Receiving support from one female friend but eventually this friend took her ex­
partner’s side and allowed him to move in with her
- Ex-partner’s personality: powerful and charming
- Experiencing physical violence, which was denied by her ex-partner
- Trying to talk to ex-partner about his drinking
- Attempts to humiliate Georgina in public and trying to make her feel bad
- Georgina feeling that nothing she ever did was right
- Georgina making excuses not to see her ex-partner
- Ex-partner forcing Georgina to let him cut up illegal drugs in her kitchen
- Older daughter Ruth injured in final violent incident; this prompted the 
involvement of social services who accused Georgina of abusing her child
- Trying to understand and manage her ex-partner’s behaviour
- Realisation that alcohol was not solely to blame for her ex-partner’s behaviour
- Witnessing arguments between parents in family of origin
- Not telling her family about the abuse but, after the relationship had ended, 
indirectly telling her mother by inviting her to a conference where Georgina 
spoke about her experiences
- Changing feelings towards ex-partner during the relationship
- Providing for all ex-partner’s needs
- Lauren’s birth: a demanding baby and receiving no help from ex-partner
- Police putting Georgina in contact with voluntary sector domestic violence 
service, where she spoke to a worker about the abuse
- Ex-partner needing hospital treatment: when he was due to come out of hospital, 
Georgina told him she did not want to see him again
- Mothering her children through the relationship
- Contact sessions for Lauren with ex-partner
Receiving counselling from voluntary sector domestic violence service, which 
stopped abruptly due to lack of funds
- Signing up for courses at an adult learning centre with a crèche
- Making new friends
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Mothering after ending the relationship
‘Something bad’ happened to Ruth which prevented her from continuing at the 
adult education centre. Moving on from this incident 
Difficulties experienced in trying to find professional support for Ruth 
Thoughts on current and changed priorities and her improved mood 
Unhelpful experience with GP; Georgina’s advice for GPs about how to better 
help women abused by their intimate partners
Talking about and showing interviewer certificates Georgina had been awarded 
at the adult learning centre, together with photographs and the speech she had 
read at the conference; exploring how these experiences have helped her 
Hopes for future.
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(iii) Extracts from interview transcript showing initial process 
and content interpretations
EXTRACT 1: STARTING THE INTERVIEW
frVCSiJS
Pari cpai t 4
1 I: Is there an>1ning in this Icor'scnt] forn
2 that seemed a little bit, you didnt
3 understand or seemed a little bit strange
4 or you wanted me to explain anylbinrj'?
?
6 P4: Nc
7
5 I. No. Okay, so I will put one of those
0 over there for you to take at the end, one
10 of those down ttiere. Um, so tiow are you
11 feeling about doing the inter’.'iew :oda/?
« 13 P4: Yeah, okay. (I: yeah?) Because 1 think ^
- 5^’
I y 't in the group (5: yes)
,11 some of them have been speaking about
Id
'.7 I, Yes 
iS
19 P4 One gid. you krksw. said it was fine,
20 you know, she sale it was alright so (I
Q-i vt...
21 yeah) And t think I have done somettiing
22 like ttiis before.
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I
Pif-
ParlCioart 4
24 '; Have you? Um that's interest,ng.
25
26 P4 I can't quite remember who with. Yes
t
I have done somettiiny
h» '■ ^  3_i or where.
20 I; Was ii a research project 
20
21 P4. I Hunk SÜ. yeah I thmk it was for some
22 k»>d of research, I can't remember when
24
25 h Yeah, but you have a fooling that you
.26 have talked about your experiences
27 before?
.28
29 P4. Yeah, I did do somethmg before,
4u yeah
41
42 I: Well, I II just check that’s recorded. Yes,
4.2 it has recorded' Okay, so you think yon
I t have done sometning like this before and
12 you are feeling okay about domg it today?
46
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Participa ni 4
47 H4: Yes
4k
49 I: Okay. Shall wo slarl then?
50
51 P4; Yes
52
53 I; Yes. Okay, we]I (p) I think you have
5-': seen the question shoot, haven't you,
53 before?
.56
57 P4: I have, yes.
5S
59 I: Yes
60
61 P4; I road through it at homo, yes. h
62
6.5 I; Okay, urn, and so as you know I a n
64 interested in how wom en who have loft a
65 violent relationship, or abusive
66 relationship, describe coping with the
67 abuse when ttiey ived in the relalionstup,
68 and how Itiev are cupiriy new that ttiey
69 have left the relationship. I am also
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EXTRACT 2: OVERVIEW OF ABUSIVE RELATIONSHIP
16
r-CJ
"c't -%
^ WkJtA
jhT»J+C J ft:
120
1 2 ]
12?
123
124 
123 
126
127
128 
129
no
131
122
133
134
135 
13ij
137
138
Pan cinaat 4
I : Mmm !>o you n e t him six years
before.
P4: Yeah.
I: and you were '.v:th him for the six years. 
P4; Yeah
I: Okay, whai can you remember aijout 
your 1:mc with your partner?
P4; Urri (p^iusG foe 3 secornis} I ttiink in 
the beginning everything ..sen to be okay, 
it sGomod to be o kayy^ m , j.jst started I 
think with constant torophone calls .and if I 
didn’t answer iho phone straightaway ihen 
the ptione would be ringing again 
C O N IIN L O U S L Y .
I. Rich:
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pi jL rtC>V-
tc> (X
re. -  
£>SV LTc-tic"
CK pCfW-cr
ti f
,J ^(4 ■^■iAJh^y.
UfP-lJ poo-*»'
wML"'
UitKû>^ '=^ .
AW-t. k) pir.pc^
tr-
V ■ -m, 'f '
t. >
ParticipanL4
Sfc f.
P4; Llm fpaase for 7 seconde,! and then
H5tc>U I^crd j s  cU*urt>%>vC,
(p) mm I Ihink just like contror and stuff 
rcaily, um, where he would want lu knov/
k»nd of vdial I was doing, where I was  ^ . „  ,,
going and that sort of stuff and he always 
riised to say to me, oh you don't ta!k you 
don’t /e/i' m+? wha? yof,' are doing, where 
you are going, vd;o you are going with 
I ruses a different voice to say this} and al[_
148 that sort of stuff um, um (pause h r  3
140 seconds) and ihcn it sort of slartod with
150 um (p) like my friends sort of not rcaily
151 bothering vviln me anymore because erm
I k *. ' t  -'J— ' r ,
152 he used to try and control ttiings w tie re I
15 3 went, I us^.to go out with a friend on a
15 : Thursday evening, fl mm) we use^O: go
155 and have cheap drinks down at the pubs
156 n town and slof (I yes) and, ;im we. I
157 uigcf to do that every wee-c and ^h^ he
158 used to come along sometimes as welt.
159 He'd try and meet me after and then he
I6f! aiw;sy& used to cause arguments und I ^
16! wguld quite nftan walk off, or run off. go
n -
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.JSC 
JVyftrOt
162
163
164
165
166 
16; 
168
169
170 
17] 
17?
173
174
175
176
177
179
■RO
:si
:s2
183
184
Pan . Cl pant 4
anc hide somewhere and llicn he'd be 
giving abuse lo my friends saying, .v.hore 
js  she, .vhere's she gone and all this so't  i
of stuff (I: mrn). But in ttie end my fnend. 
you know didn’t really bcther with me, snc 
didn’t really bother meeiing me anymore ' 
and stuff so, um. I kind of just. Looking 
back now um. It just ended up he was the 
OTil of ttie only person in my life, Othe’’ 
ihar. one othe' friend {I; m m ) um, who she^  
called herself my best fnend um, but when 
I told her about ttmiys that were going on 
m the relationship, she let m e uso her : 
telephone and stuff to ring um, kke the -  
w om ens refuge and things hut then, um, 
she actually look his side and I don't 
know. I feit like she didn't believe me 
anymore um. I don't know oecauso h e ' 
was quite a powerfu] sort o' man in the 
way that tic taked  and he was very 
confident, anc he was o re  of them sort of 
people that you can ta.k to and everyone 
likes him (I; mm) It was just the way he
-4
r
r r
' ' i
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1S5 corn es across bol w har you kind ut 
JS6  got lo k'.uw }:iiT‘ or years bowti the I ne,
187 about three years down îtie line whatever
doUrouL* I" ,,
^  'Icl*U
rtLU_ Vs
kfiA- r\*
Ktr r^ -^ l
f -e -K .L i^  cg- 
oJ- h-M- " h ft . ?
ISR then (Mopte would oftori (p) you know fall P-^
[89 oui with him thoy wouldn't oothor with huf,
I9i> anymore once they kind of gel to Know -i *
19] him, realised wtial he was realty lik^. So
192 um, yes, my friond turned against me in
193 the erwl because he obviously ho used to , '
1 94 go there when I wasn't ttiere He used to • r » '
195 say I have gone to Suzy’s Ic see if you
196 were the-'e and you weren't ttiere, and
147 mat s obviously when thoy obviously.
used tu speak abowl me and Itu obviously. ii ■ -  
tf)9 used to fill her with loads of rubbish, make P 
200 her believe that what, you know what_J
was saying wasn't true or um, tried to say
- -f nf
20
2 0 2  that he didn't do stuff or wtiatever arvJ ei,
^  W*U K tn-vUii.
203 Yeah. 11 was (^ t e  h a r^  in that way
204 because um, he lun-ed like all my friends ^
2 ( 0  against me and than also my best friend
206 fell oui with me uecuusc of mrn as well (I:
207 minjyso I felt when I d d decide to try and
J  •^k"br—-I Çj<- V
cjj=* h*"
kju- fo I
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m  I J  Cw
'jyVw. fci^-vU-.p 
(L,_ j  OfJ'fJ-r-''‘‘Xyt
20S
209
210
J .!.)
2:4
2:5
216
217
2:8
2:9
220
■??l
224
4o Pi#- te 220
A nCwKji_rt?
227
228 
224
«y  5- 23(1
Bj~\c44 Dvjtl J
a.} jKe. fc— - b^La. 
te  ci* pky-<.*4
jeavG him you know when I thought 
CGQuqh was enough he'd pushed me 
across (he room and I had brutscs on my 
knocs and a o( of (he things used (o 
happen when he was drunk as weH (I: 
right), Um I usod to say to him, you know.
I tl3 h< you have a drinx problem, you 
need to sod. ii out. um. and then he d say 
rto I h a v e n 'f  got a  (fdn k  p to h h n ;  urn and ^
(hen when he did do things to me in the 
morning or whatever he d OGVsr 
remembered it. H ad  say on I don't ‘ 
remember doing that or I didn't do that. :
Um. oflG day he put his, because l |  f T  ‘ 
wouldn’t open the front door, he put his 
whole fist through the double giazeu door, j 
E:' another time he kicked thie whole front ' 
duot down and the dcjor came down with 
the door frame as weli um (I: mm} um and 
then if)3 ai-'se h r  3 .yeçnnds) a lot of sniff 
with him was as w^ etl, um. emotional stuffy .
as well, um, you know. um. like quite ♦' .
ccptroilmg and er.
>1 V •
J- r -fy 
r r -  r'
J >. k
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PaHi'Cipant 4
I: (p) Wt'.al kind of things did ho do?
Major Research Project
234 P4: Um fpouso for 4 scoo<-<ds) he used
235 to. um like humiliate me as well ir front
236 of people in the street and stuff like that.
237 Um, he used lo like jusl start shouting at
238 m e su that everyone would be like looking
239 round, and try and make m e feel really
240 sniall and stuff. Erm you know, yeah lhal
241 sort of thing and one day I sort o f got to
242 Inc point where I thought, my God you
243 know, this isn’t the life to -be  having (I;
244 inm), you know, you shouldn't be li-.ing
245 like this and in my head 1 thought God 1
246 wish he was dead, and then a few weeks
247 later he endeo up having um like some
248 Idnd of ijroblem  and he had lo yo in an
249 ambulance to hospital and I thought my
ISO God. you know^ I s f io M n 't  have said
251 fhaf. And ii tne end he ended up having
252 a collapsea lung and fie was lying in
233 hospital and I used to go up anc see him
f f
/ t
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Pari dp.int ^
/ü -1 and take Lauren to sco hi-n ‘<xi$ s m  was
only a tiny baby and she was on£y like
?%, three montl'is old ( 1; nan) in tlw^  sweltering
257 
2.5 S
hot and uin. he’d moan at me for not 
1.3einy there at ttie right time. You know
u c-P **^  e.»'- jicw'Vv^
25^ YOU SAID yon were going to come earlier
UUflJüJ 2 (i0 and ho was just always like con  plaining
26: nothing ever was right no matter wtraL
<yW c--v~* trib^A.^
H -a-
26,2 time 1 went, 1 didn't bnng ‘he nght things
2-62 or (p) whatever 1 cid was you know, 1
261 never did an^dhing nght and tl.at's what 1
265 felt, you know I never did anything nytit^
26^ 3 Um and 1 lliink it was then wtien he was in
267 hospital ttial 1 It ought you know sort of
26^ ro w  is my chance to try and get away
26<' from h'rrn sort of thincj, so, o', sort ct made
270 lip my mind that that was the sort of time 1
271 would try and get away from him so, what
>72 1 did when iie got better and he was
271 allowed to corne out of hospiuil <1 , r-rn) or
r^ ,Ç.>rV-u? d
2  >4 y^efo re  (hat he was allowed to go cut for a
le& vv^  JK»(^ 2 '3 tittle try and 'nave a walk to try and build
J,'dU% tTKC-k-mJ y
2 ' - 6 himself up (I' so he was st II in hospital at
jo ccxa red
IS o<^ hyp-i" •■T k t
K
Vf!-*!- W-* ^
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Padr.iaant -1
277 this tirrift?) Yeah. So. um. he was allowed
to go for a little ten minute walk so I had f- ,
?“9 to go up to meet him to go on ttiis walk ' +
250 with him because he had to have " *
251 somebody with h so um. I, I d go up
252 and one day I rem ember it was my daa's
2k? ükihdêy  and for Aome reaso" I h.^d to go
and see my dad. t was birthday or
283 father's day something, oh. it_was faitær's
286 day and sc 1 thought I would go and see
287 my dad quickly, take him a card and wish
288 him happy lather s day, Itien I'll go up
289 Ih ^ e  Of course I was late so he had a go n ^
290 at m e about being iate, and you're  ' -  ^ ^
291 si/p;ooseo fo be here because you've to
292 take m e outside for a walk and stuff and
292 so outside the front of the hospttal he was
294 shouting and swearing at me itm in front
'r
2 C' 795 of all the people that you know, nurses. ^
JW-3 ^  J*--»
2 %  doctors and staff and stuff all silting on the
7.97 wall and ai. having their iunch break or
-k. 2M  their cigarette, whatever, because it was a
nice day.
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EXTRACT 3: INVOLVEMENT OF SOCIAL SERVICES
Paftidpan< 4
well Gon't come round tonight you know, 
do it other night, 1 am a bii tired or 
fiomething you know so tie wouldn t come 
rounc, crm.
•
So d d you five wdt’ him a: this stage?
Pd' Well no, I didn ; live with mm at all. 
no, he used to ;usi come and stay
1. Ckay so you never livec with him?
rv(7v
r-wcK
vv
P4: iJm he used to come and stay (he odd 
nigtit Of at the weekends, so you <now he_ 
*29 never really permanently lived with rre (I:
‘ttifj mm) um. (p) I le quite often just used to
4J1 like come round, turn up ano then would
412 want to stay, you know, yes so that was
41:1 quite hard. Ariottier thing ttiat was quite
t i4  difficult with her as wc-iH. he was quite into
41S drugs. This was when I was pregnant '•vith
4  If) Lauren.
4 1 “
*< r
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COrv'rtXT ÿuv - 
Û H
.  _u v.4K_r /CO^i-cJ
41$ I: Hovv old was your oldest daughter at
4 3 9  this I  me?
44Ù
441 P4; Um (p) she was alîout (p) ton,
•142 sorrel hi ng like that (I: mm) yeah about
■143 to n .^ U m  and ho, he got loads of drugs
444 and wanted to come in rny house to like
445 cut them up and stuff and niy god no way.
4-16 you re not doing that in my house (I: mm).
44" And urn. so he just went absolutely mad
4 4 ÿ at mio and in the end ho did, he done it in
449 my kdchen a"c  it absolutely stunk the
4 5 ( 1  place out and I said you know you can’t
451 7do this here he went ^'h&restouts  am i 
432 going io  fucking go it then {sa<d >s & rnock
4 5 3  \^hoif/iii7g vorcej he said So t was like so
454 sacred. I jusi thought I have to go in the
455 other room fl: mm) and jjust lei trim Just
456 gel on witti it (I; yoah) and after I thought
457 rny god he's taking you knov\f the absolute
45$ piss out of me you know ticw I can I let
459 i>im do that in my hocse? (I; rnrni You
460 know if someone had said you know he
. -VH ■ ’1
 ^I t t"'
1% '- F
Tt
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f .« t .  y i>r-W-B/ * J 
+0
&f\ C'y
lA rcA-V'^
dcxA^
I c«>dv'ju-«.j
VïUO-vixJ^
461
462 
461
464
463
466
467
465 
469 
47Û
471
472
473
474
475
476
477
479
-SCI
•m
432
431
f  't  f
Pa'l cilajiiI 4
has done that in my liouse or y o j Krtow a 
policeman. I Irought whatever, you know 
he's really putting you know like me and/i 
my daughter at risk from (I: yes) you 
know and I just thought that isn't right at^ 
a I. Sc all these ttirngs was going off in my
, ‘ • *- --K v_-t — ’
head, thinking you know, he shouts at me i 
in front of people, he cut d-ugs ap in tt'o 
t ouse. lie smashes my front door. l>ruiscs
// kKp„»k>^  A&Lwr wKji/ h>
my k n e e ^ /n d  another time he rpauarrfor ' -
3 aëcofKis} l_can't remember wtiel tie was
: Vvr
poing out he was sheudng at me m the 
front room and my daughter was upstairs -'^ r
and ho was going TM GOING TO EFFING  
KILu YOU so my daughter was coming
Lt# rv t m L— twy 4 c7 cjt
down the stairs and(TW  actually pushed
Tr>i~QntQ my daughteP)on the stairs so she 
ended up with a massive b'uise on her 
DacK and erm she weni 1 0  school the next 
day and she hofore she went to school 
she said mum I was so scared she said I 
tnougnt tie was going to kill you that s wtiy_ 
I came running down llio stairs. So orr-n
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Partiapant *
4 $4 tne next day she went to s c o o t and she ■ '
435 also told one of the teachers, it wasn’t _ ..... j  -  - j <
436 sctioul it was ike a tialf term o' school < ' ' - '  ' - - '
437
438
hoidays sort play srhem a that she 
went to (1 ; yes) and so she told one of the
4b9
490
w o'kers there so Itm next thing  ^ 1 don't 
know how long aRcf it was. but then you
491 have the social workers coTie round arxl ' ' - "  ^  ^ - -
492 um and one of them was talkinn to me
493 downstairs and one was talking to tier >: ^ '
49*1
I- . > —■ v ' r
upstairfi.
.--iH A'
495
496 1: How did that that make ymu feel?
497
ht» 498 P4; Really bad because they they w ere .
ckt fc‘-c- h»-t.
499 accusing me of putting tliis bruise on her
50Ci back ( 1: m m ) so um the one downstairs
6 * '4"
501 was say ng fo me you’ve done itiat bruise
502 cn your daughter's back haven’t you. and
503
504
l'!|' * m ^  ^ ‘ V " ' ^
1 was saying no acti.ally 1 hsven't.^ And
um 1 was tlHI iking you know who’s told  ^ y  t—  u *
505
. V Ï
them because 1 didn’t know that she hao -<
505 told one of tfiese teactiers (1. yes). 1
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EXTRACT 4: TRYING TO UNDERSTAND EX-PARTNER’S ABUSIVE 
BEHAVIOUR
ncfr La Pv.
biA-t
Paoc-i;f:in: 4
622 Its just (p) I don t know (p). vust thinking
622 you've got to be a m other, you kncv/. just
624 iry and be a good mum (i, m.Ti) and you''
625 know try not to worry about stuff that
J  626 going on I mean just sort of (p) don't
627 know just try and push it aside ano sort of
pretend it s not happening or {I: rrm) you
629 know just tliinkrig oli everytinug will be
630 alright, you know, he'li change and
631 everytning will be okay.
632
633 I; So you had hoped that he riiiytit s*.op
634 what he was doing?
635
636 P4: Yeah. I just thought it’s cos he drinks
"1  937 (p) and I just used to think most of it was
uov\pc».jt.j 633 down to Itial because you know ho’.s
, 639 drunk too much or {I. mm) don't krow
ki>ff€A -V 64(1 really you know. I think Ah at made me
ne-w c;.3 [ realise in the end that it wasn't just tiis
6 * 1 2  dnnking was when he was in hospital
643 wnen Lauren was just a new baby and I
6 4 4  thought he S obviously not doing any drink
Jr >
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Partie pan: 4
645 cr doing any drugs here because he’s in a
6 -Î6  hospital (I iTirn) and tiien whe-n i( earned
6-17 on then I thought well actually it’s not his
64$ (IfiriKing, it’s him T h a is  what made me
649 see that actually it could be worse if he'd
650 been drinking but ho is stiT being liko that
651 (I: yeali). So stuH was stik carrying on and
> 0 L-^ y o a ty ^ o u  know ho used to blame mo foi ■
fc c iA ^  things, it was always my fault.
ÛÔ4
655 I W hat things were they?
656
657 P4: Um (pniise for 3 seconds). Don t
655 know He just used to olam e me for_
656 wha'over he could think qf_(l3 c.'gnsj (I
6 fi!J yeati). It was my fault
66]
662 I: Yeah. What, wt at do you think kept
665 you together uni I you had ttie moment of
664 réalisation a few  years down tnc ino?
665 W hat (!o you think (p i kepi you together
6 6 6  up until tncri?
667
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H§licj3an1 4
665 P4: Um j^pause iw  6 secof^ds) j_don't
Ô69 rga'ily kno'w_ ( [W n ^ ju s t  um that(T thouqhT)
670 ii was lovc you knew I really loved him
4 I HaA» jk  I r \ iVi
ouA jw tA ^ 9"! you know ilHjiouBTP lie is a really nice
672 person Çsuppos^ because I was a single"'
^  ^  673 mum 'or quite a few years before I matI t  «.--I.r-t-.j.-C4tO- V c v .
fi3'4 h im (TthougFibyoj know (pi um boon on t.c .• ijk^ ■»-*-
K j l  . j V r : - j .  6 7 5  my own for quite a long trrne with my elder '
r-Uo-kc-^jkYi daughter o u tc T jh o u g ^  you know it w%s
rtüJJUj ___
67? tin© to move on and rnset s o m e o n e Q ju ^ _
r
*<“i Crw^
C“$ though^you know oh yeah he's great for
6"9 us and you kv,ow(l thougfit)he*s good with
6 8 vl my daughter and so I don t know really (I:
6S2
683 I; ’i/'7ith your, ycur previous relationship
6>v4 w'th your older daughter’s father, would
6 H.S you consider that an abusive relationships
6S6
687 P 4  No, I have never been n an abua va r?  -
C8 S relationship before (I: mrr.) so I never ' '
689 knew. That's why I cculdn t unde'Stand
69P son of you know what ft i»vas all abr)ut_and
283
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EXTRACT 5: DIFFICULTIES TALKING TO FAMILY ABOUT THE ABUSE
Participent 4
lU 'i P4: Um . yeah, my dad is not far away but
761 m y mum has moved a bit further
762 (nam e of place) so she's a bit further
763 away, so.
764
763 !; Yeah. And you menhonod when just
766 now that you didn't, didn't feel able to talk
767 to your mum or your dad about (P4: no)
765 what was happening to you.
769
770 P4: No, I never really told any of them
A-t.*-* fo 771 and I mean my dad still doesn't know
772 no;y, I mean he thought it at one point
773 ‘cos he did say to m e oh does he hit you, ^  . i  i. \ \-
774 no, I just sort of said no, no what are you '/  )
 ^ ' ' '
775 talking about, dad. you know, Um but he
776 must have picked up on something for '
777 him to say that (I. mm). Um , but he ,
778 doesn't Know even new to fl'.is day lie
779 doesn't know fl; yeah). Um l:mt my mum I
7go told my mum cos I wanted her to corne
781 along to the AGM Meetirig so she could « v
-i'l ' V  ^ ^
K >  '..rV -."k
I •'
■ - ■ J -  
k . f f
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7S2
783
7$4
7S5
7$6
787
78S
7S9
790
791
792
793
794
795
796
797 
79$
D n J  «'«A -ryy
Û*»* t-<- kz-
PtJUI >xjC^
^A'Uu - ckA-
p rf? r^ K ^ ,
SCO
SOI
$02
S03
$44
Pariiripan!' 4
um hear m e do my speech, ‘cos I’d done 
a speeds liiere so she -
I: Yes. W as that for {domestic violence 
service)?
P4: Oh no, when it was cad ad (nam e)
h R ig h t. yeah . yeah
P4; And year,, so 1 lotd her I said co yon 
w ant to com e along to this thing I'm doing 
(I; mm), I am do,ng a speech (I; yeah). So 
she knew then.
1; So she cidn t really know before")
P4 No, no I I’ladn't said before Ihe niglit 
either, I hadn't said what it was about so 
um she must have been a bit shocked you 
know when she camo (I: nun) and hoard 
all m al on the n ight
N i 1 - f -i
— ■>
-V
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• J
Parlicipar l i
S05 I; Y w h  So aftt"' you tiad done itiaL did
806 you talk about il?
807
808 P 4 ; A litfie bit yeah, shie brought her
809 fnend along as well Her friend had
81Û experienced and stie is an older person
A-V-*. K  rnJJc. v/cil. sort of like rny nii.m 's age (I. yes)
Lu/*V^  ^M
8 l2 and she had experienced that in ^er lifeKovi, cH-Korî
Wcw*L 81? so she, she related to me more (I: yes).
f ’ " -
■s, 811 She actually talked more to m e ttian what
oy my mum did my mum didn't say anything ‘ -j ,
J^T,ry " V o f -A A
816 ( |-y e s ) whereas my Tiunn's fnend actually ■
8)7  understood and she son of said more to
8 :8  me (I: mm, yes). She sort of you could. • - - _  h -c
819 actually see that she rea lty  knew  wtiat I
S2d was talking about and stuff in the speech
821 so yeah.
822
8 .7.1 I: And do you think that changed your
824 'elationstiip witti your mum at all? (P 4 ;
$2 < um) since that time when she tiear all
8?6 al.i'Oot It?
827
4
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c-Kky 
'n '-QX»-W ew*
WvAV I
buV hka.'
CkA ftJe 
<?>• *•
( rJWA/vV^ twftr 
QlCkX ü.A.ol*
P(,_ Uo-, jûhCxJ
82S
$20
830
$3]
R32
833
$34
$3<
1i36
8.37
S3S
8.39
840
S'il
842
843
844
845
846
847
848 
819 
850
Pa ri ici t;: a ni 4
P4; (d ) Mot really I don't think, no. W hat 
she f p j^ M y  mum used to look after Ruth 
so til at I could go out but now sho won't 
look after either of my ctilJdren so I tfiink
Tv ?v --V *> I Jifc -.i ■ ■ % , j
that's kind of, 1 don't know if it’s just 'cos 
she's moved furthor away or becauso sho 
doesn't want mo to go out with, maybe 
n'oct somoono or anything? So.
I: M m m  so you understarid that almost as 
protoctmg you^ (P4: yes) In a kind of
way?
P 4 ‘ Yeati. yeah, think so, yeafi.
I: .And (lève you thought about any more 
about why you felt you couldn't tell your 
dad?
cJfe, [fW h-« “V./*./ W o*-,
P4: Um fpauae Tor 5 seconds) I think just 
t>ecauso maybe he wouldn't understand, 
or (I; mm), Um fie might Ifiink oh you silly 
cow you know wfiat are you doing going _
-'V I r  *
.  i- < H
\ \ y r- ** 4 '-‘1 ’’ =’
n f .  r j.- ^
I»  ^  ^ i
I Vv r  *  r  j ,  ''L
j* T. - X  - >  X
pC / j  •-«- '•»
X_Ak
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P ariçipant 4
551 olU with scrneone like that or um you
552 know why d«J you pul up with that, or why ■-w- -  y • .7
^  * y --W.4 ’ ^
. 852 did you have a child with him dos Î had . _~ ■ - T .
• W
854 Lauron my youngest one witn him (I: -
j VjL k,.#-, I»-»*»
o-Wowrt- 857 he IS quite a lot older (I mm), tie's like
$55 M m m ). Um (p) I don't know really (p) i
856 ttiink jusi because of his ago as well 'cos
858 twenty years older than my mum so I think i , ,  .
859 just Itiat as well (I: mm) thinking should I
S6 Ü really you know tell him. You know, he '
861 might be too upset or whalever.
862
S63 I; Yeah W anting to protect him a little
R(A bit?
865
8 6 6  P4. Yeah.
8 6 ''
8 6 8  I. (p) Veeh, So. so have you got ariy idea
869 kind of why the vioience didn’t stop?
870
S7l P4: (pause for 5 seconds) I don't know lU ., . ..i-— . -k - ~
872 really I don't know (p) um (pau$e for 4 (% >-v - ■ * f
873 seconds} don't know, 'cos he, he used to
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EXTRACT 6: MOVING TOWARDS ENDING THE RELATIONSHIP
oj. -
r«-|-Ue c>>o-
O,
bd» 0-V» J
k’
CtrY«. ,
Paitidpant. 1
9SS I: Did you ever say thaï to him?
989
900 P4: I did one lime. Sometimes I sort cf
90] t/ieid to say 1o him you know I am really
902 skin', I said I can’t pay my water itiis week
903 you know because I have been having to :
904 buy extra food and stuff. 0.9 don't bo so
OO."^  stap jd  he’d go. vvhaYs aoorhe.r coop/e o f
996 quid on a bit o f food'? You know trying to
997 make me fe d  bad about it (I: mm) you
99.$ know try and like (p) because I had sard ' t-
999 that, he'd be trying to make me feel bad “
lUOO about it so like you know I wouldn’t say j
16 0 1 that again or something so That’s why
S0rj2 quite a lot of the lime I just use-J tu think
itXU tilings ih my head I just used to (I: right)
1664 you know sort of say to myself you know
1065 you shouldn't t>e doing ihis. l have got to
1006 stop cooking him a dinner ar,d just do
1007 nune and Ru'li's dinner, I shouldn't bo
1008 doing him a meal all tho timo as well.
1009
. 6  4'- r
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Participant 4
101 ü I ; Yea li (cause fo r 4 seconch}  VV as there
lo i 1 any time when you didn't sort of cook him
1012 a  meal or did. did you feol that you had
to 13 to^
1014
1015 P4: Most of the lime I sort of felt like I had _
1 0 1 6  to if tie ooiYie around noa? dinnortiinoish. I
: (1 1 7 sort of used to think oh god we can't sit
10IS here eating like this and he’d be saying
1019 oh I’ve got no money, I am skint I have
3020 got no money or I am not going to get
t02l any dinner tonight and juSt kind of try
1022 and .make me feel bad so that I woutct (I;
[021 mm) you know I'd do it. Um arid then I
[024 think (pause for 3  aeconds) think it was
1025 when Lauren cam e along that I stopped
 ^ 1026 doing it. I just thought no 'vo really got to
1027 put my foot down and just say look you
1028 know I can't afford to do a dinner for you
1029 as well (I: yeah) So II think when Laureri
1030 cam e along 1 was more I dunno I seemed,
t021 like more .stronger that I could actually say
KJ32 things to him, I wasn’t so worrie-d about it.
rc.o> 9L»-0» c~.
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EXTRACT 7: DIFFICULTIES ENCOUNTERED WHEN TRYING TO MOTHER IN 
THE RELATIONSHIP
l-'aftiCipanl i
1079
lOSO I Mmm
I OS!
10 52  P 4 ‘ |-r (pause for 3 seconds). I don't think
1053 I was really with him w her I went into
1084 labour (I: m m ) cos f ron'ombcr when I
I OS5 went up to ttie hospital a few times that he
1086 didn’t com e. II wasn t till I was. till I got
1 087 Sbrt away a few  times and then it wasn't
1088 till (pause for 3  seconds) I think the third
1089 time I went up and they said oh yeah you
1090 need to stay now that he then cam e up. 
imt
1092 I: Right then sc kind of labour was
1093 starting and you just, he didn't come with
IÜ94 you then (P4: No) but then he was there
1095 with you at the birth.
iO%
] i» 7  P4: Yeah, yeati (p) Yeah (p) I had a
IW H roomful of people' (/uferwowe.'' and P4
h» 1Ü99 /augb) Yeah, um bul tie w asn’t very
ionA.
Cj* |( to e-o J
too ilolpful either when Lauren was born, she
1 0 1  used to wake up quite a lot in the night
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11!12 and I v/asn't real y used îc 'haï cos (I:
1 ]<j3 mm ) RuÜi was never like that she only
1 Ri4 woke up like once or twice or maybe just
1165 once (i: yes) for some milk and then go
1 1 6 6  back to sleep fl: yes) hut with Lauren she
1107 was more demanding and very like a very
I IDS needy baby constantly waiHirjg atterition
1100 (I: mmm, yoah). I found that really tiring, ^
i 1 10 really hard and om (pause for 3 seconds) I
I N I  t  it vJês cold I krtow wtien she was born 
1112 because it was Decembe'' (I; m m ) and I
111.’ \used  to get up and feed tier and stuff. And_,
: 1 14 I rernember him being 'Jtere and not once
1 1 15 would he want to got up and feed her you
r .  16 know he said it was too cold or whatever
1 1 ! 7 ( !: yeah). So urn one night I said look oh I
I I  IS am ever so tired car. you you know teed
1119 Lauren it she wakes up tonight (h m.m) so
1 1 2 0  he did but fie woke m e up and said oh
1 1 2 1  you know / don't want to do any of this  it
1 122 so it was pointless him doing it (I; yes) so
1123 I might jusi as well have got up and done
1124 it myself.
-t
f. -  T*!* 
T '
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H 25
1126 I: Gosh, how did yov. manage to to keep
1127 going with a really little baby and (P4 I
112S d on t know) no help by the sounds of
1129 things')
I 1.30
113 3 P4; D o n t know (p) I really don't know.
1132 Strange how you sort of you know do it
1133 when you don't actually know how you
1134 did do 4 , just (I: mm ) carry on kind of
1135 thing 
11:6
1137 I: Yeah So looking back ro w  can you pul
113k any sense around the situation, like
1 ' 39 understand any more about how you, how
3140 you did cope?
I M l
1142 P4: Mmm (p) I don't know really how I
I I 'M sert of coped through it ‘cos I never really
! 1 4 4  had anyone that I talked to about it kind
5145 of thing (I; m m ) and (p ) 1 don't know really.
1146 I don't know how I got through that I
1 4 7  m ean after when I did finally decide that
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EXTRACT 8: LEAVING THE RELATIONSHIP
1171
1172 
117» 
117-1 
1.75  
i;-76 
1177
1 1179
^ 1 ] 8!>
1151
1152 
1:83 
11 SI 
11S5
TcuJc^  ^
» C*^ J
I ‘ - “ 4  
W 0^  !>4>c*jV
kVoa. J -ffivV -
"th €>VO-V—e, kjLr 
■ft, ICAJLrt (K
1 187 
I 188 
I IS') 
1 1 90 
I 191 
1197. 
II93
Pdilipjparil A
jh in g jl  yeati) so I can't maliy remenhe.'', 
I just know that when the police got 
informed ahoul what he did when ho 
pushed me onto Ruto (I: yeah) and I
phoned them onctj as well urn.
I; (p) W hat made you phone them?
P4. (p) Urn (pause for 3 seconds). I don't 
know, I think S was just (d) can't remember
<whot it was he'd done t'p). I don t know, 
can't remember hot there w as two 
incidents (I; m m ) that they knew about 
anyvjay so um they then put m e in contact 
with the (domestic violence service) they 
said you know I migtil be able to see 
somebody there you that you know we 
think you might bo able to speak, you 
might bo able to have a talk wiih someone 
there. So it wasn't until I was in contact 
with ttiem that I then sort of started talking 
with a lady I hero called Annie and shod  
done an assessment on m e and stuff to
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1194 see my risk assessment and all that sort
1195 of stuff (I. yeah I. And it wasn't until I was ■
* i S
] ]9 6  going a few  times and I was telling her
119" everything um and then it was then that I
I !98 finally kind of broke away from him so L
1199 didn't break away form him until I was ,.»i # - j »
w'l i r 4
1 2 0 0  seeing some-one at (domestic violence ^
1 2 0 1  service) and they vrere see.ng me for a  ' ' "
1 2 0 2  few  times and i was talking to tliem  and
1203 stuff 
l?04
1205 I So did that tiappen before you said to
1206 him go away and he went tu (city)?
1 2 0 "
120-S P4. Yeah, a few times he did that, wnat  ^ 1 /
1209 he used to do, he just used to go back to
te u  cte.»>-' j  (oily) (I: mm) and on and off and he used
c-Au* 4-f 1211 to just disappear (I; yeah).
t > ! 2
121.3 1: Yeah and was this tiefare the hospital
orVt H<-A.
A-VA-Jn 
t x —r t a J
u*/ 2214 incident?
I* trtxtAJ- . 1215
1216 P4: Yeah, yeat\.
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K- t -c  
o-bc»/+
osJL rt—t  
t-k-c r*lù>*
CA/-\
ouU-^OL  ^r
+-tjU t-Atc.,*—
wK.C-t- k-«r
ruvc  ^ i%(Mf t  
i>tCrL f
bvJt /^AA_«U 
p Y t i  
C-kA-t. »»i» C/*-V" 
Kjü--~ 0 »a/v»- 
^ «. •
1218 
1219 
1226
12:1
1222
1223
1224
1225
1226 
1227 
122S
1229
1230
1231
1232
1233 
J234
1235
1236
1237 
123S 
1239
I: Yeah, so aflcr I auron was born you 
tnen tried, you know, tried to get him to 
hetp you a bit and tnen be, you told him 
several times to go. and he did go and 
cam e back a few times, is that right?
P4 Yeah and then after when he got ill, 
u m (n h in k  he was assurrïïng^hat I wouid 
looK after him and that he would stay at 
my house and stuff and I actually said no 
I can't having you staying at mine, I said 1 
can I look after you I fia.ve got Lauren to 
look after and I can't afford to look after 
you. A n d ff think he w as really shocked)by  
that and maybe I felt strong enough to tell 
him that 'cos I know he was ill 'cos I 
thought you know he’s not going to be 
able 1o do anything to me. he's not strong 
enough he’s quite weak (I: mrn) you know  
so um so he endec going to slay at my 
best fn-end’s house. Sho lookoo after him.
fCiJ
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EXTRACT 9: REFLECTIONS ON MOTHERING, DURING THE RELATIONSHIP 
AND AFTER LEAVING
H y r*=»
(X rCj^ <ltKw
prtr~f)7
Ku/ cJkpene^CA, 
lA a A AU- 'yy
L374
1375
.376
?77
37S
379
3H0
351
352
m
384
385
386
387
388
389
390
391
392
393
394
395
396
Panic, pani: 4
can't cope with this (I: yeah), I don’t
know
I; So you parented Law en by yourself 
always?
P4: Yeah
I: Pretty much nytit from v /ie n  she was
l.'Orn'?
P4: Yeah
I: But you had to try a,id parent Ruth
when you wore in the reîationahip as well
7
that it w as probably easier parenting Ruth 
going through that retatioriship {I; nnmm) 
because she wasn't you Know a difficult 
child you know she was easygoing, um 
calm you know didn't really have any
297
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IAj K»
LK a-X  » W -H -t. 
<xL> CA»J' ‘•’—-f* ^  r.X- 
C>-*JUAr^ - 
O uut I» «*■ txa
MJVCU 6 % f  
-t-SAx» (A/
-A  Jk-«. t-wO-1
4o I
1397 tantrums or anytiiing and um. Just a go
! 398 v/itti ttie Row sort of kid you Know (I. m m)
1399 go out to ttie parks, go out to friends'
1400 tiouses whatever, she just you know went
(401 along witti it all {k yes) whereas with
1402 Lauren stie was much more demanding
:40 ! so {I: rnm). I don’t think I would have been
1 404 able to cope witti a child like Lauren white
1405 going through that (I; yeah) it would have
i 40fi tieen rea|ly hard, really hard so,
M07
149S 1 : Do you think the violence has or ttie
I4-Y9 relationship affocsed either of theirM
1410
1411 P4; Um {p) I don't know really (p). I don't
1412 know, I don't really knovy. I mean like Ruth
1 4 ) 3  saw people from (domestic violence
1414 service) children workers and that (I:
1415 yeah'i but she never roaliy spoke about
1416 anything wito ihom. So um ! con’t know
1417 that was txjcau&e she didn't want to or
14IS maybe She just blocked it or ( don't really
1419 knovr
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J^Kc. kc\A 
K  C-*f*
V t/ 1  J'
J tf* )
:420
1421
1422 
1-122 
M 2 4  
M 2 5  
1Î26 
1427 
N 2K  
1429 
M3ti 
1431 
14 32 
1433 
14 3*: 
1435 
1136
1437
1438
1439
1440 
'441 
1442
Pnjnidpar l 4
! Has she ever talked to you about it 
since he's been gone?
P4 No, stie just s a i d / ^  tjecause I have 
t)een going through e lot of couh stuff v/ith 
Lauren's dad um whore he was allowed to 
see her in the contact centre and then it 
went back to court and um. He didn't turn 
Up SO they kind of said well you know ne 
has had a chance, we have g iver turn 
another chance to see if he will come to 
court, he hasn't so just that's it, you know  
w e won't carry on with this case then.
I; Did he start ttie case to start with?
P4 Yeah
I: Right. M ed ia , yeah.
P4 Uni ho didn't like it ttemg in that 
cerilie AT ALL (I: mm} he used to wait^
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:4 4 ' outside, wait in ihc hallway» urn wtiatever
1444 he tried to do whatever he could to try and
1445 see me to talk to me and stuff. And m tfie
Î446 fine I ijsod io, I had to say to the laoy you
1447 krow  errn the supervisors there you know _
14-tS can he not wa-.t oulsrde? Can he not wait i
- rf •4'.
; 'J
1449 in the fiallway? You know. I don't actually ' ' '  r
1450 want to SCO him, to speak to h m (I: yos)
1451 so he tied to be told quite a times to
1452 not wait outside and to not wait In the
1453 hallway and stuff and um then sometimes " J  J
-.JL
1454 he wouldn't even com e and wouldn't let
1455 them know or let me know and I would go
1456 down and I would wai% and he wouldn't
1457 arrive arid things urn.
I45S
1459 I How did you m anage that, how did you
1460 think about that?
1461
1462 P4: Urn (p) I thought it was still, he is *T
1 4 5 3  trying to do a control thing because he s ‘ ‘ '  ^
f  & , f ' Î ^
U 64 not allowed to wait outside, he's not
]4o5 allowed to wait in the tialfway {I: rnm} he's
pWV
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l4o(i Uïeri decioed oh well I'm not going to
1467 come then <1: right). So he’s kind of still
I46S trying to Spite me I buppe:«i. so tfiat _ .v,- *-
t .i 'j ; '
1469 Lauren doesn't see liim, m a way (i nim)
1470 sort of tfiiiiu so But since then, it was
147; quite a  long time when he didn t see her, . , .  . j, r _ ,
1472 and he phoned me a few times and said. *" V
.rt, j -4*
1473 you know he'd like to see her again. So I
1474 arranged with him that he. well I'd mcej;
1475 up with him first to discuss some things
1476 that I want to put in, place so that i%
1477 which IS - 
H7S
1479 I: So in a public place or at socal
I4kd services?
14RI
1482 P4; No, public place
1483
1484 1; So it was kind of an informal meel-up?
14.85
I486 P4: Yes uni and I said this is you know ^
oLc.tr p.-6v<-j' HÇ7 what is going io happen so t s.ald you'll
1488 turn up on tirne,^ you’re to turn up every
y
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489 week urn (p) and ! don't want, if there is
1490 any trouble or anything then 1 shall just
1491 take Lauruc (I. rnrri) and go, (1: yeah). Urn
1492 so 1 agreed all this stuff with him and he
1494 agreed it all and hej_ he, tie  done it (or a
1494 few weeks and then he started messing
i-i95 about and not coming down to see her
Y & g
1496 and stuff. So 1 phoned him and 1 said look
Ok py ■ T-
1497 come 00. Or he’d text m e and say oh 1
•H , "Ÿ
I49S can't make it, literaliy in the mormng tic'd
f-p»* Î499 text (1: yeah) and say he can t make it and
& 4 l '  y  CVl‘> T V < /' f 500 I'd already told Lauren (): yeah) and I said
iKrJ
1501
1502 
150 1
this isn't good enougti you know you're 
lotting her down she thinks you ere  
coming. So urn it stopped because tie
151.14
1505
hasn't bothered to phone, he hasn't, 
bothered to turn up and he hadn’t rung to
1506
15C7
(p) urn you knew do anything about iL So 1 ; 
jusS thought well 1 am not gome to answer
1 5i)S 
1 SÜ9 
>510
the tolophone to you anymore because 1 i 
told you if you didn't stick to I ’le mlos we 
had agroed then yeah,
4.
J ^
. -r ' » .  - "• ^
■- - i *  - p ' ' - *-
0» h>
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EXTRACT 10: SEEKING SUPPORT FROM OTHERS AND DEVELOPING NEW 
SKILLS AFTER LEAVING THE RELATIONSHIP
Pnrticipant 4
1627 P4: Um (p) I don't know ) don't think you _
1628 do roally 1 don't {p} 1 didn’t really ip)j^L
1629 didn’t really feel that I got um c/iOug/>.
1630 support really. . mean I had support from
163] Annie who was the worker that 1 first saw !
1632 and uni got all tho help from her which
1633 was great um, but then hut then 1, I'd
1634 never had counselling cr anything in my
1635 life before so Jhey put me in contact ‘with a
16.36 counsellor at {domestic violence
1637 organisation) and 1 saw her for quüe a few
1638 sessions uno. Som eone used to look after
16.39 Lauren and I'd go and have an hour with
1640 her and um she used to say you know !
1641 can t boliovG how you did all that you
1642 know (1: mm), how you coped with all that
■643 - 1 - as if was all happening sort of so
16^4 close to when I was seeing her. it was
16-45 kind of um. ! don't know seer^ed you
16*46 Know 1 remembered it all really dearly
1647 w hereas years on now 1 don't really
164% rem ember it all so clearly (I: yeah) Um
1649 (p) Yos she couldn't sod of believe how I
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1650 had coped with it all and everything urn 
'651 then it stopped bec>auye Urey ran out
;652 of money so the counselling stopped {l‘ m  '  •
i r I. îr .  *
!655 mm) and they didn't get another
!65-i counsellor so didn't actually have any
:655 more counselling from anyivhere else (I
1656 yeah) um but if they still have a counsoHor
1657 there I would have carried on 'cos I
L658 -wouldn't wanted to have bo tolling
Î659 somebody else all that same stuff to
Î660 somebody new (I: mm) you knov,i um (p).
1661 I felt kind of you know I can trust her and 1
1662 felt comfortable talking to her (I. yeah) 7
1663 because she'd listen, to it all from the
1664 beginning kind of thing and you know I felt
1665 she really yu-ij kriow fioii of understood (1:
1666 m m ) and kind of really listened, and that
1667 so. w
1668
1669 I: So you felt it'■was fielpful?
1676
1671 P4: Yoah, yeah really helpful yeah when I
1672 was having it but then I felt a bit like (p)
i f ' .  ' '  I
- • ^   ^ U » Ï *
r
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ÇyTsJ^  f*
1673
167-1
J675
1676
irr?
.678
:6?9
1680
.581
.682
1683
1684
1685
1686 
[687 
3688
1689
1690
1691
1692
1693
1694 
1696
riunno a bit (fown ‘cos I thought you know  
il has ended and you know Is that it?
I: So it was quite sudden Ihe ending’»
P4 Yean, I think I dun no if I had. might 
have been five or ten sessions I can't 
really leriieniber, out erm yeah 1 did sort, 
of think that oh god is trial it? You know 
I've got to deal with all this on my owe 
kind of thing (I; Mm m ) yeah so I found it 
really hard^
I Do you think you havo go no on and 
kind of dealt with it by yoursoir.»
P4; UmJ[teJl you 'what I did.^What I did is 
Lauren was still only small and um I ^Ound. 
3 place called faam e) where they do 
loads of learning courses and have a  free^ 
crèche (b Yes'). So I signed up to do all 
these courses and put Lauren in the 
creche.there, so I had hme away from her
f. :
1
I f
f  f  ■
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»>k«.
V* l4. J"C^  ^ j
VsJL-
1Ô96
ir.97
1698
699
1700
1701 
P 02
1703
1704 
P 05  
J706 
1V07 
PO.H 
]7‘j9 
PLÜ 
P l i  
|7S i
1713
1714
1715 
PI6 
1717 
PIS
Pariciaani 4
arid I was doing other stu4 "or myself (I; 
Mmm) arid I jusl yoi loads and loads of 
cortificates fo' all these Ihings (I: well 
dor^e!) And I ve brought them here. I’ve 
got tticrr w th me to show you.
I: Oh well done, wed done-
P4: So lhat is I think how I Mrtd of ! didn't m- <
i .. jk A. -
really deal with it but that's why I did to try 
and move forward .move on. sort of thing 
(1; Mmm)
I: W ow, it must have takon a lot of 
strength to do tliai'?
P4; Yeah ialowly) and if was really fun 
because there was a lot of other mums 
and stuff there that put their ctiildren in the 
crèche aixî were doing flie different 
courses (I; Mmifijand Stuff as well yeah 
quite good ‘cos Lauren was there quite a 
lot stie was there um 'cos they have a
C.i I* p f — I
7r- i.
f-o e-n tm.
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! 719 morning sessio." f : Mmm ) Ihsn tncy have
1720 a break fer lunch so iney can all have
172! 1h&r lunch and they navo an afternoon
1722 session, well five days a week ^ m e  days
1723 I'd do throc/lüur days a week and then ,
1724 jusi a couple ot days (I. yes) just do a
n ? 5  morning or an afternoon session so
1726 Lauren was like part of the furniture in the.
1727 crèche. She absolutely loved it and 'cos
]72S she really loved it and she got on with all
1729 the workers and she kind of grew up in
1730 there (I: M m n ). So they had a baby
1731 secfcn  and (hen when they weren't a
[732 baby they weren't crawling ar-ymorc then
173.3 Lney went out into the binger section (I:
1734 yes) w here they could walk and play and
1735 yeah so she grew up in there, trom the
r.'.^6 baby section crawling and I think she
17.37 Dfobablv took her first steus in there as
1738 well. So then she w tn fhg big p a r t .
1739
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1740 I. Yeah G osh. And can you put your
174! finge r on tiow  that he lped, how  that all
1742 helped?
174}
1T14 P4 ' Urn I th ink it was hke a g rea t help
1747 demanding child (I: M rrm ) and il gave me
1 7 4 8  a bit of headspace sort of thing, a bit of
3 749 time to, alright It was learning out 1 was
3 750 actually sitting down hawng a bit of a rest
1751 while I am  learning sort of Ihing (I: yes)
1752 'cos at home I was rushing around do;ng
1753 th'Sv doing ttiat, c eanrng up. feeding
;754 Lauren {I; yeah), seeing to Ruth and it
1755 was just - so that was my kind of rest as
1756 welt (I Wmin) even though I was
1757 learning. 'Jm and also that wo both w ere ,
1758 tiappy there you know because she was
1759 happy there playing in trie crèche (I.
1760 yeah) and I could tell she was happy
1761 because she was she couldn't wait to gn
1762 back (I: Mm m ) and I was happy there
1745 ber;ause it helped me have tim e away. " “ * ' '  ” ‘J '  ‘ r
1746 from  Lauren 'cos  s lie  w as ciuite a - -4 r
r  - ■*
I « ..
, ' ■-* — f ‘ - *y
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EXTRACT 11: DISCUSSION ABOUT GEORGINA’S PERSONAL STRENGTHS
ParUcijjpn: 4
1S4J4 P4; Lr (pause for 8  seconds) Greates!
p' Ot o\Ar 1 y Ifi strength (WAispers fh/sj. Don t know. >
e/y h,4_r
1511 dunnCi urn
1512
1 JJJ3  I; W hat is il, vdial is it about you ttvat
18]4 helped, that helped you get through d?
1815
1816 P4: (pause fo r 3 socorids). Um (paosa fo^
I k 17 J seconds,* I dun no. I ve no idea.
1818
t H I9 I: You've got no idea?
IS20
I S.’ I P4~ No, um . I dunno
IS22
1823 I Do you think you have an^rthing is
1824 particular which helped you »
IS25
1826 P4' Um (pause 4 seconds ) I don’t know.
;s?7 really.
1S2S
1S29 I: I appreciate I've put you o-  ^ the spot
1830 here
I S.3 I
309
Major Research Project
Partidpnrt 4
:S32 P4 Veah. I don't really know (p) I d ü n 'L  
.833 know.^
.834
:S35 l‘ Okay (F»4‘ Ncl sure) r>o? sure, not
S36 sure, that's Okay. Urn, okay, so at the
‘.S37 time when you had Lauren and your
1833 partner was, was helping you. what was
1S39 he like as a parent? How would you
lH4t> descnhe turn ihen^ (P4: IJm) and shoe
IS41 then?
15143 P4; (p)J_don'l kriow- in a way i used to p v - .' -W
1844 think he made things harder 'cos (I; f  r ^  *^r*
1845 M m m ) he would never ever ever m ake ^
184(> the bottles uf) you know you have to do so
1847 many scoops In the milk and so many
tv*/- ( AA.' 0>
’> ■ 5 . ■ yr»
tS4S w ate r,(I. Yeah) And I asked h ni to do it
1S49 one tinie and um he just did it completely w.
1850 wrong he did it with cosd water rattier than
1851 boiling tne kettle and then it holng boi'.ing
1852 tint water and then you let it cool down
1853
1854 I: Yes
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EXTRACT 12: COPING WITH A CURRENT DIFFICULTY
P a ricipant 4
JJV
F nU ot\_i_rty^
ov-V
19 0 1 beg inners c o ir s e  I w as ju s l um . I;kft
1902 he lp ing ou t in the  c lass if  people  needed.
1903 help {!• mm ) and all that sort of stuff.
1904 Yeah that w as rea lly  good, in te resting  and
' 905 stuff um  Itien  I did so n ic  pho tos  fo r the
: 906 A G M  M eeting  that ir.ey (I yeah) um
1907 d isp layed  them  on the  wall, um (p) then I
1908 th ink th e  fo llow ing  year I d id a speech and 
legy  som e o ther d iffe ren t pho tographs as well
1910 um w h ich  eve ryone  said w as rea lly good,
1911 they rea lly  liked  them  and stu ff (h m m ).
1912 And then  ‘oos som ethux i I'ol th 's  ye a r, ai
191 t the beg inn ing  of ttiis  ye a r, ^ jm « th in g
1914 (gu ile  ba (i)haopene<i er to m y daughte r so
1915 ttia t's  w tiy  eve ry th ing  has sort o f gone to .
1916 po t.s inco  then, I k ind o f haven ’t been back
1917 to (nam e o f cen tre ) because  um (p) w ha t
191 s lia p p e n ed  to her um  one o f 11 w m  over
1919 the re  (p ) is  som eth ing  related sort o f thsng
1920 to t so I f ia ve n 't been back the re  'cos it's
1921
1922
kind oft^uTme off a little b i^
cry yr CB.-1.
&Câ' v-i
“*T r
• J
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PaiMy^aoj 4
1923 I: W m n. Arc you able lo talk about whoi
1924
!925
happened?
D»ci 1926 P4; Uni (p) A liUle bU ‘cos ils  quite > -  
upselling so um (1. u n») (p) so il's kmd of 1 ’ -  ' ' ' »1927
P q- ; Yy-I ^ 1 ' % . r" -
1928 put m e back (hoks toatfuf)
V V1 f  L ‘-*- 1929
1930 I- Yeatî 1 can Si'Il see that, it is upsetting
1931 for yon, yeah (qweOy). So you feel you
1932 can't go. can't go back to (nam e of centre)
19.3.3
1934
anymore?
2935
3936
P4. Yes ('sarp very qweUy),
1937 (: Is it something that you can get sorted
1938 out or you know get help to sort oui or you
1939 know tell the police, if that's relevant?
1941 P4: Yes, '.t‘s a!' you know it's all . ■ - --- ■ **
1942 concluded everything, it's all kind o5.  ^ ^
1943
1994
firiishod-«u'«v (fearfu/), ' *  » • ■
I9'15 1: How is Lulu 6 0  now?
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Partir OiTirn 4
194(1
194? P4; You know it wasn’t Lauren, it was my
1948 older g irl / tearfu!).
1949
1950 I: Your olcer girl and it was at (nam o of
195! centre)?
195?
1953 P4; No it wasn't, i* didn’t fiappen there
[954 ([>). A person wno works there knows the
1955 people who did somuttiin<s to my daughter
1956 so I don’t want to go pack (I : mm) there. 
195V
19*^ 8 I: Yeah and how is she mar-aging now?
1959
1960 P4 Yeah, she’s alright, she’s doing
Î96 I alright, yes she’s at a new college
196? voixrej,
1963
1964 I: Yeah
1965
1966 P4: And um I have started at a new
1967 c<;liegfef,J don 't w an t to go back llie ie , so 
1965
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Farlitl pant 4
1969 I. No. so you m anaged to talk about, lo
1970 talk about what happonod with hcr^
< ■ -1 ^
19.2 P4: Yeah, yeah it's been really hard and
9?; stuff yeah so i think the only place (p) that .
'/ 197-’. I got any help or support through what ;
!
1975 happened was the people here O
1976 Î Ov-V-
^  hos_ 4U^ ^-4^
197/ I; Right.
1978
1979 P4; Yeah, so there re isn't really am any
1981) tielp or support Out there you know for
1981 things like that so.
1982
19S3 I: Did you daughter get any help?
19$4
1985 P4' Yes, She is still having counselling
Î986 now, yeah she is having two lots of
1987 counselling. W e had to realty fight, it look
19,88 me three months lo get someone lo see
1989 her ‘cos there isn't really help out there in
1990 a way. You Ihink there would he Ixit you
19 9 1 know ttiere isrVt so.
314
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EXTRACT 13: THINKING ABOUT THE FUTURE
Participarr 4
20H.3 P4; Ur^ (pause for 3 seconds) don’t knew
2u84 really. I'm rx)t really sure (1: mm). I don't
2085 know I ttiink I'm (p) just at the Stage where
2086 I think II I  just do one thing at the m o m e n t.
2087 'cos I'm doing maths and I üùak.(l: Gosh.
70S8 we!! done) I'll jusl stick with that for the
2 OR 5 m o m en t
2001 I: So stick With maths lo see where that
2002 leads you,
2003
A-bU. 2004 P4: I'm rvoî taking like before where i
Cva \ r^  K«_r 
ka->
<L
2095 would have dune loads of -courses in one
2fW:i w eek, so.
2097
2l>>8 I; You'll have to show me your
2049 certificates
2:00
2101 P4; Yeah (I: mm) (his is the only one I am
2102 doing iV m m ) 'cos I thougld I don't want
2 102 to take on too much (I; yeah) because um
2 1 (I-I (p) in my mind I've thought you know I've
2105 tiad to go through sc much these last few
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[Participant 4
7106 months thaï I don't want to take on too
2107 much I want lo sort of try and have a little
I ' • r
2108 bit of a relax and just (I: m m ) Lauren is at , ‘ i
ji-^ 2109 school, try and enjoy tho limo (I: Yeah).
^  2 1  io And I just let everything go like indoors, I
k g " " '  11 didn’t really do muet» (I mm ) and so I
£*, «J, 2112 have jusl really been concentrating on
ovtr K^.
2 i !3  doing stuff in the house and (p) yeah (I:
2114 Looking after yourself?) yeah, and sorting
2 115 things ool. That sort of thing.
2116
2117 I Is there anything you are not looking
21:8 forward to about the future?
2119
2129 P4: (p ) Um (p), yeah whon Lauren gets to
212! Ruth's age (both la;jgh) (p) How am I
2122 going to deal with ttiat-fp) when Lauren a .
2123 gets to Ruth's age and she's going to *-
212-1 want to go off exploring. I am going to lock ^
2l2S her up and^ _ n o  you're rjot! (bcth laugli)
Ut_^ 2126 and so yeah.
o-y
wcW p ro 'rC
2127
a La. ^
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2128 1 W hat would make you afiaid about her
2120 going off explonngP
2130
2 î3 l P4: God (p). 1 think 1 am going to be over-
l i  i r v u  «sert- C"k(<.
2132 protective with her because o< wtiai has
■h, LïJU. lfM_
tLCpV\Ar>> -
2133 haooened lo Ruth f(! mrnl fpV 1 am noina
Kk<-> 2134 to be really over protoctivo with Lauren !
S 2135 think (1: yes) so yeah, yeah it's really
2136 
21 37
scary
2138 1 Gosh, yes. {p) So since you left the
2139 relationship is ttiere anything else you feel
2140 has changed apart from your college
2141 courses?
2142
2143 P4; Yeati, I've felt a lot happier. 1 think it
2144 has taken rne e  rvh/fe yoif know from
2145 wtieri 1 left turn (p) to a little bit down the
2146 line sort of got my confidence back by
2 '47 doing all this stuff (I: mm ). And then t sort
2)48 of started enjoying, enjoying it more you
2149 know enjoying looking aftëi Lauren.
2150 enjoying Ruth [t: yeah). Kind of 1 felt like 1
Ci-'  ^ p t jj  w4U. 
cTLdLlr d«'JW-^ Mr*V
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Gn r t r
P articipant 4
215 • could walk down the road and I felt sort of
2 152 happy you know sort of this is great {I:
215? yeah) so I think it takes a v;hilç though (I:
7.15 ( mni} to sort of feel like that.
2155
2156 I: Yes. so you're happier nov.»?
2157
2158 PA: Yeah
2159
2 160 1; Yeah, that's good. Is parenting different
2161 now you are on your own as opposed to
2 1,62 with yo ur partn er?
2163
2164 P4; Erni (p) yeah I think it's easier
2165 because thon (p) they've only cot me to
2166 listen to you know if I am  telling them you
2167 know you can't do that (I; yeah), you
2:68 shouldn’t do that, you know :t’s naugtily,
2.169 uin then they've only cot me you know
2171) tolling them that (I; mm) they haven't got.
217] him sort of (p) saying oh she can do that.,
2172 course she can, and he is saying
2173 something completely different (laughs).
r  - r..
; -i - 
}■
J
)
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EXTRACT 14: GEORGINA’S ADVICE FOR GPS
PgftiQpaui
22R7 1; You'd like GPs to be a bit mure aware
22 SK of what cari be going on'>
2289
2201) P4: Yeah benaiise 1 went lo the doctors f iy-
220] um one time and um (p) J went with a
h* * 1 ' c e  « 4 r« — , 1 r-
P4-' 2292
2293
friend and 1 hao said something to him  
and he didn't really lake no notice of wba.l
i -
tk' 1 V r 'r_ V:?
2294 1 said, he didn't. ! don't know if he wrote it '  V- 0 ( '  — '
2295 down or typed it on U>o computer but it
A .--.It-- A — '
'  t '  f r
>290 was never actually noted because ttien 1'- • « ' ^
2297 when 1 needed my notes (1: mm) um at - -J
2 >98 court to say that 1 had reported stuff (1:
2290 yeah) cr that I had been to the docto'', it
2300 v ^ sn ’t actually there was nothing on ttiere
2301 fl: m m ) saying that 1 had been, to the
2302 doctors about it, sy.
2301
■> îCi<
1: Can you rem ember what you said?
i- >?
2306 P4; Um, it was about my head. I'd showed ,  f  À .. > f  ■
>>07 him this kind of indent m my head that my '«-I 1- ' T - " ;
2308 partner, my ex-partner had do no (1: mm)
V j ',  ■ >
2309 and um ho obviously didn't note il down or
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WKXh*- rfV-4. v~/D-3
c?-fcp>j4- »~<"J
Partinipai-it 4-
2 3 ID anything or didn't note anything dawn that
2311 I had said ‘cos I had said you knew {}
2312 yeah) can you check this on my honcLand
2313 he just sort of oh that's fine you know (1:
3314 mm) so.
2}  15 
2516 
2317
2324
: ho  didn't ask about it?
231$ P4. No. ne said nolhinq and obviously
2519 didn't cvon note it down so I might as svell.
2320 have not even have gone (I mm) because
2321 there was no record ttiere. there was no
2322 yuij know he never said nothing (I: mm)
232^ I. Dn you think things might have been
2326 different if he had asked you about it?
2327
2525 P4; Well, yeah, or if he coutd have even
2329 offered me you know somç kind of
2 3 3 1 } information or somewhere to go where I
2 3 3 1 could talk about it (I: mm) or you know
2332 something like tha t ye^h (I: yoafi).
pif. n OV J
t” txU'"' h* L-tx- Ai f  T
! '■ +
- .J
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2553
2:04
2335
2336
2337 
2538 
2559 
2540
2341
2342
2.343
2344
2345
2346 
>347
2348
2349 
2550 
2;5St
2352
2353 
23.54 
2555
Paricjpant 4
I; So that's 0  way you feel services could 
be improved if woman have been m a  
similar siluatcn  to you?
f»4: Yeah, yoah
I: That's really helpful, thank you.
P4 {pause for 5 seconds) Yes, ‘cos il at so 
made me look_a bit silly when I asked for. 
my reports (I: mm) um that I d said I had 
been to lire doctors about it and then on 
the doctors rejiM^n there was nottimg you 
know made m e feel a bit like well there's 
npUiing wrong here you know so made 
m e a look a bit silly really.
I: Yeah, yeah.
P4: So it was lucky that ij was all noted, 
with the police obviously t.iecau30 there 
had been a couple of things reported so
'1 !■ *•* 
-La >V ^
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Part donnt ^
Î356 that w as okay,(^ro^Naf (hat (I: mm). So r. -  - j  -  f
. -557 there was(proof?of that but ^  p ro ^ fro m
b«-U: Ovr-t J tojj   * --- J----------------—
'» 235S my doctor (I; yeah) "here was nothing over
2359 noted
2560
2.56! I; Mm, yeah that's useful to know irank
2362 you. I think w e are coming towards the
2.565 end of the interview now unless you have
2364 got anything that's popped up dunng the
2365 interview where you thmk ooh she didn't
2k>6 ask about that, you’d like to say
2567 something about that?
2368
2369 P4; No, I don't thmk so 
23?0
23?J I: No, okay How have you found domg
2372 ttie intern lew today?
2.573
2374 r>4: Yeah, okay, yeah apart from the b it  ^ ' J  ' "
> ■ -'I M
2.375 about Ruth, ttiat's obviously a bit
23 76 upaelting. W -—--— »  .
2377
2378 I: VeaJi
r
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EXTRACT 15: LOOKING AT GEORGINA’S COLLEGE CERTIFICATES
Pa It'suant 4
2470
2 ‘71 P4- 1 ve brougn) ail the stuff ‘cos 1 thought
2472 nivsybe - « ve brouglit ttie certificates, ,'ve
24?■> brought the speech ihmg that I did and
2474 then the pho tog raphs  tha t I show ed on
2475 one of my display things.
2476
2477 I So they are your photographs, I would
2f ’R love to see them, realty love to see them
2479 G osh  so for ce rtifieAtas you have Fam ily
7180 Learning, two different o n e s . W om en 's
2481 Learnirig - gosh what did that involve?
2482
2481 P4: C on fidence  and assertiveness.
2484
2485 I: Yoah
24.86
24R7 P4; ] did quite a few sort of ones like that.
24S8
2489 I; Oh yeah, con fidence  and assertiveness.
2490 Did you find  tfia t he lp fu l?
2491
H y
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Ckr*-i L—fLxPt
c j
^  2496
V\ty- £v%,/k_t^  —
2492
2:93
2494
2:95
C N fj t f + f  v - f - W J  
<jvi’d«—F rvLr'
fhPrj
Lci-»X>9 y » w tV . i= ^  p - ^ C ^ J r
Paricipant4 U
/  >XJJ C-^rC- \ tM _ p aurttojij.
P4 Yenh, yeah. it w a s (f^ )b e ca u s e  I did
'•vP-j tx dp.
some of those when it was the last yoar of
2497
249j
2499
2500
2501
2502
2503 
>504
2505
2506 
>50 ' 
250$
2509
2510 
2 5 ]]  
25)2
2511
sort of being with my ex-parlnar so it was 
quite good to be doing that stuff cos he 
was knocking me down and this was sort_ 
of trying to pul me back up. kind of thing,
I; Yeah. Preparing Business Documents 
(p) Preparing for Work in Business 
Organisations. W'ould going back to paid 
employment m the workplace be 
something you'd like to do‘>
P4; Et. et possibly yeah. V /hen  I was 
working for ttio (nam e ot paper) I was 
doing two jobs there and um I was domg 
in the daytime like working in trio office (I: 
yeah) and then the evenings and 
weekend I was doing promotions
I; Yv'as that before you rnet -
-À r
I - J. k »•
'• H 1 ■
'  x  (. 1
!-■ '4- ■ „
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2514
2515
2510
2517
251%
251?
2520
2521
2522
2525
>524
2525
2526
2527
?5>9
TY» 2530
2531c>
2532
t-c —
253.3
ht-i
rvwl,*, tM.pt/'i 2534
cv h -t imt'ULfLh/ 2535
2536
Ponicbaf>t 4
 P4: Thaï was before I had I au fen, I
v.'t>fktfd Ifioro when 1 was with him and um 
 I wasn't better oft. I was worse off
working., um and I got into det?i wiffi my
me and he wasn't supporting me and siuff
there? I'd never been in debt before and I
(I: rnm) oh my god what do I do'(
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20J '
2538
2534
5W]U W«ocj4
C «Vria-T’ ■’' '♦ ïAJ
Ko^rel J 4 2548
254?
2550
2551
2552
2553
2554
2555
2556 
255" 
255% 
2559
Pan Cl pari 4 
k Yeah it sounds very IricKy
P4: Yeah
I: So you have got Word Processing, Text 
Production (p) Final Managomcnt. Gosh 
you've been really good at all this office 
managem ent stuff. Wo'kn'.g with 
Colleagues and Customers, Roijtir^e 
Office Proceedings, Word Text 
Processing. Medical Word Processing, 
gosh (p) Registcrod Childcare First Aid, 
Siross Managem ent and Relaxation 
Techniques.
P4: Yes that was good
I: Yeah did you do that after you left or 
when you were m the relationship?
P4 That was w hen I was him I th ink
I' Yeah
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VA^okj k>
tfc/J tf+ w t
■I f  f l ’l I I 111% I
f  GV
J ^  tt/VtW 
1 fv-J f  e ^
ksw-t fù 
K C f oO f-$ t_-K^
wv_»*- f  h-t. ■^ .58U
2560
2561
2562
2563
2564
2565
2566
2567 
2563
2569
2570
2571
2572 
257.3 
2.574
2575
2576
2577
2578
2579
25S:
2.5.S2
Pari opanr 4
P4; What year does it say on the bottom? 
h xx%%
P4; Y eah  that would tiave been w hen I 
w as with him.
I: Was that at all useful -n helping you 
cope?
P4; Y es , t think ;l w as, I think it w as um 
(p) kind of good because i w as like you 
know doing all this stuff and he didn't like, 
it that I w as doing things you know, ! 
would go up to the Com m unity Centre, 
w here they w as doing these courses and_ 
(i: yeah ) he didn't like it at all and I 
thought you know I am doing titis and I 
need to do it. I need to get aw ay from  
w hat's going on kind of thing (1: m m ) so 
yeah I think it w as good
.4  i
7 ;
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(iv) Notes of meeting with field supervisor Alabee Monaf:
Analysis of Georgina’s interview transcript
Alabee thought that Georgina came across as someone who had not yet had the 
chance to live life. Her low expectations about what she could do in life may have 
enabled her, to some degree, to cope with the restrictions imposed on her by her ex­
partner.
A method of coping that appeared to run through Georgina’s narrative was for her to 
physically run away and hide from what worried her. Georgina could find it hard to 
question others. For example, Georgina did not question the behaviour of the friend 
that she had had throughout her abusive relationship who then sided with her ex­
partner at the end of the relationship.
Georgina avoided telling others about the abuse. For example, when her ex-partner 
caused damage to her property, Georgina did not tell the council about this or ask 
them to reinforce her door. It sounded like she mended the door herself.
Georgina seemed to cope much of the time by denying what was happening to her. 
She said she thought that all relationships were like her abusive relationship. 
However, Alabee felt that Georgina had some awareness that her relationship was 
not healthy as she did not tell others about what was going on in her relationship. 
Another way of her coping was to take courses like assertiveness and confidence- 
building.
Alabee thought that Georgina did not see her own parents’ relationship as abusive. 
However, there were signs from what Georgina said that it was; for example, the 
speed with which Georgina’s mother leapt to Georgina’s defence when she thought 
that her husband was going to be violent towards a 16-year-old Georgina.
It seemed that Georgina managed her relationship in part by never living with her 
ex-partner. She seemed to have two lives: one with her children, and the other when 
he walked through the door. Perhaps it was possible for Georgina to cope with the 
abuse until her own needs increased. This did not happen when she was mothering 
her oldest child, Ruth, who was a comparatively easy child to care for. It was instead 
when she had her second daughter, Lauren, that Georgina was motivated to change
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her situation, as Lauren was more difficult to care for without support. Alabee 
wondered whether Georgina would have stayed in the relationship for longer if she 
had not had Lauren.
Although Georgina was able to think about her relationship and what she had been 
through with me during the interview, it had been difficult for her to do this thinking 
while she was in the relationship. Alabee thought she came across as someone who 
tended to live their life in a “bubble” and found it hard to face interpersonal 
difficulties. This was demonstrated by Georgina’s reaction to the negative events 
that had happened to her daughter: she was not prepared to tell me about this or 
confront the problem by speaking to her college. Georgina had found it difficult to 
cope with her daughter’s level of need.
In spite of the difficulties that she had faced, Georgina was pleased with the way her 
life was changing for the better overall, making this story progressive in its outlook. 
She was really enjoying studying and this seemed to give her hope that there was 
something better than an abusive relationship out there for her. Georgina had 
established a stronger base for herself in terms of a support network: she said that 
she no longer wanted to have counselling.
Alabee and I discussed how to talk about coping to women who have been in an 
abusive relationship. Perhaps dissecting the coping strategies that a woman has 
used is initially more useful for clinicians than clients, as women might not 
necessarily see their behaviour as coping. We also talked about how critical a 
clinician’s attitude is to convey that a woman is believed and her experiences are 
respected.
329
Major Research Project
(v) Content themes identified in Georgina’s narrative
RELATIONSHIP AND FINANCIAL DIFFICULTIES ENCOUNTERED WHILST IN 
RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
- 216 -  Ex-partner denying abuse: when he did do things to me in the morning 
or whatever he’d never remembered it. He’d say oh I don’t remember doing 
that or I didn’t do that.
- 369 -  Ex-partner denying increased use of alcohol: he just used to say, you 
know, he doesn’t drink that much, he always used to make excuses, no I 
don't drink that much, only have an odd can every now and then he’d say, he 
was making excuses that you know but, trying to make, I knew he was 
having a drink cos you know I would see him having. I’d see him buy it or 
see him with it, but he was trying to say that it wasn’t every night you know, it 
was Just every now and then, or I only have the odd can you know, get home 
from work I want to relax I want a can of beer.
- 658 -  Being blamed for relationship difficulties: He Just used to blame me for 
whatever he could think of (laughs) (I: yeah). It was my fault.
- 954 -  P4 felt obliged to provide for ex-partner’s needs, ahead of her own, as 
he made her feel bad: Sometimes he used to turn up Just before dinnertime 
and so I’d be cooking a meal here, our dinner and then he’d turn up and he’d 
make me feel bad, you know he’d say oh I’ve got no money and stuff. I’m 
really starving (I: mm) so I used to end up cooking him a meal as well.
1049 -  Pregnancy not planned.
1208 -  Ex-partner felt able to come and go as he pleased: what he used to 
do, he Just used to go back to (city) (I: mm) and on and off and he used to 
Just disappear (I: yeah).
- 2514 -  Working in paid employment meant that P4 was worse off: I worked 
there when I was with him and um I wasn’t better off. I was worse off 
working, um and I got into debt with my rent and council tax and all that sort 
of stuff (I: yes) so it’s sort of stuff so it’s kind of put me off going back to work 
really ‘cos obviously erm he wasn’t living with me and he wasn’t supporting 
me and stuff so I was a single parent and um, I wasn’t better off working.
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Key process interpretations
- 191 -  Gives plenty of detail in describing ex-partner’s role in ending this 
friendship but no information about her own role/ feelings. Reflects her 
feelings of powerlessness at the time?
- 369 -  Gives lots of detail to make her points: rich illustration of how she 
understood ex-partner’s drinking -  conversations, circumstances, thoughts.
1169 -  No clear memories for what happened when.
1205 -  Temporal order difficult for P4: not able to detail the events that led to 
the end of the relationship in chronological order.
ISSUES OF POWER AND CONTROL IN RELATIONSHIP WITH EX-PARTNER 
AND SUBSEQUENTLY 
Key content interpretations
131 -  Attempts to control started early on in the relationship: just started I 
think with constant telephone calls and if I didn’t answer the phone 
straightaway then the phone would be ringing again CONTINUOUSLY.
139 -  Ex-partner trying to coerce P4 into telling him everything he wanted to 
know about her life/ movements: I think just like control and stuff really, um, 
where he would want to know kind of what I was doing, where I was going 
and that sort of stuff and he always used to say to me, oh you don’t talk you 
don’t tell me what you are doing, where you are going, who you are going 
with (uses a different voice to say this) and all that sort of stuff.
- 591 -  There were immediate consequences to not doing what ex-partner 
wanted: he would just be absolutely constantly I don’t know like on one, 
ringing me constantly and if I didn’t answer the phone and if I was busy or 
whatever and I didn’t get to the phone there would be like ten text messages 
and Td be like oh my god, then if I didn’t answer the phone then he’d be 
round and if I didn’t open the door he would be smashing it. Oh god I just 
used to just think you know.
- 907 -  Sees physical abuse as a result of ex-partner not having enough 
control through using emotional abuse: he must have thought like you know 
losing control and stuff.
- 1462 -  Understanding of post-separation attempts to control through contact
arrangements: he is trying to do a control thing because he’s not allowed to 
wait outside, he’s not allowed to wait in the hallway (I: mm) he’s then decided
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oh well Tm not going to corne then (I: right). So he’s kind of still trying to spite 
me I suppose, so that Lauren doesn’t see him, in a way.
Key process interpretations
139 -  Longer pauses -  really thinking about what to say next. P4 now able to 
tell a story and say what she wants to say with no question from the 
interviewer.
140 -  and stuff- lacks the words to describe what ex-partner did.
144 -  recreating conversation with ex-partner.
147 -  and all that kind of stuff- indicates what she is telling me is not the full 
story, there are more ways that ex-partner used to try and control her 
behaviour.
157 -  Able to pinpoint how ex-partner changed her life -  compares before 
and after.
- 304 -  P4 seems to have ‘overall’ memories of emotional abuse rather than
specific examples.
- 595 -  oh my god -  suggests shock and fear at ex-partner’s controlling
behaviour.
POSITIVE AND NEGATIVE THOUGHTS AND FEELINGS ABOUT 
RELATIONSHIP WITH EX-PARTNER: AT THE BEGINNING OF THE 
RELATIONSHIP. WHEN EX-PARTNER BECAME ABUSIVE AND AFTER 
LEAVING
Key content interpretations
179 -  Early on in the interview -  a recognition that when she was in the 
relationship, other people had seen her ex-partner as she now sees him: he 
was quite a powerful sort of man in the way that he talked and he was very 
confident and he was one of them sort of people that you can talk to and 
everyone likes him (I: mm). It was just the way he comes across um, but 
when you kind of get to know him or years down the line, about three years 
down the line whatever then people would often (p) you know fall out with 
him they wouldn’t bother with him anymore once they kind of get to know 
him, realised what he was really like.
- 346 -  Abusive behaviour not there at the beginning.
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- 668 -  There were better times in the relationship; I think just um that I 
thought it was love you know I really loved him you know I thought he is a 
really nice person. I suppose because I was a single mum for quite a few 
years before I met him I thought you know (p) um been on my own for quite 
a long time with my elder daughter but I thought you know it was time to 
move on and meet someone. I just thought you know oh yeah he’s great for 
us and you know I thought he’s good with my daughter and so I don’t know 
really (I: mm).
- 888 -  Once he had hurt her daughter, P4 was able to end the relationship: It 
seems to be now looking back that it had to be that bad for me to kind of 
wake up and think that’s it now you have hurt her (I: mm). That’s it. You have 
overstepped the line and that’s the end of it, I don’t want nothing more to do 
with you (I: yeah, yeah).
- 924 -  Feelings turned from love to hate: I think in the beginning I kind of you 
know really sort of fell in love with him and stuff and then when it when it got 
to this violence stuff and everything it kind of all turned to hate in the end (I: 
mm).
1329 -  It was a surprise to her that life was better after the relationship: I 
found it easier being on my own than having them two in my life. It was really 
weird, it was like a kind of real big like relief, that when they weren’t around 
me any more. Really strange. But I just thought (p) it’s peaceful it’s nice, 
haven’t got stress and haven’t got (I: mm) people telling me do this do that, 
you can’t do this, you can’t do that and there’s no.
Key process interpretations
126 -  Needed help from interviewer to start story.
129 -  in the beginning everything used to be okay -  gives no details of how 
relationship was ok -  goes straight on to when things started to go wrong.
- 668 -  Although initially answering I don’t really know, she then goes on to
reflect on her thoughts at the beginning of the relationship. Prepared to really 
think about the questions: I think....I thought....I suppose.
- 680 - 1 don’t know really -  Not able to articulate what kept them together.
- 950 -  Able to voice potentially hard to admit feelings: I suppose we were
second best sort of think you know if you have got no money and nothing 
else to do then you know he was round here (I: yeah).
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- 965 -  Reflecting on her role in the relationship -  saying same thing in two 
different ways. Processing what happened in the interview?
DESCRIPTIONS OF THE TYPES OF ABUSE EXPERIENCED WHEN LIVING IN 
THE RELATIONSHIP 
Key content interpretations
- 207 - 1 felt when I did decide to try and leave him you know when I thought 
enough was enough he’d pushed me across the room and I had bruises on 
my knees. P4 left when she felt that she had put up with enough.
- 222 -  Violence towards her home: because I wouldn’t open the front door, 
he put his whole fist through the double glazed door. Er another time he 
kicked the whole front door down and the door came down with the door 
frame as well um (I: mm) um and then (pause for 3 seconds) a lot of stuff 
with him was as well, um, emotional stuff as well, um, you know, um, like 
quite controlling and er.
- 234 -  Attempts to diminish self-esteem by humiliating: he used to, um, like 
humiliate me as well in front of people in the street and stuff like that. Um, 
he used to like just start shouting at me so that everyone would be like 
looking round, and try and make me feel really small and stuff.
- 260 -  Never being good enough: he was just always like complaining 
nothing ever was right no matter what time I went, I didn’t bring the right 
things or (p) whatever I did was you know, I never did anything right and 
that’s what I felt, you know I never did anything right.
Key process interpretations
- 222 -  She talks about what happened largely in isolation from any build-up 
and aftermath -  the violence seemed to come out of nowhere?
UNDERSTANDING OF WHY EX-PARTNER BECAME ABUSIVE AND WHY THE 
ABUSE DID NOT STOP 
Key content interpretations
- 355 -  Connecting ex-partner’s alcohol abuse with the start of his abusive 
behaviour towards her: he was drinking a lot as well (I: mm) I noticed. I
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started to notice oh he’s not just having a drink at the weekends you know 
he’s drinking like every night.
- 875 -  Ex-partner’s denial of abusive behaviour prevented P4 from seeing it 
as such/ thinking about it? he’ll probably still say now to this day that he 
doesn’t remember it or probably try and say he didn’t do it, so.
- 880 -  Cannot remember first episode of violence; last episode most 
memorable.
- 868 -  Not able to give me any ideas about why the violence did not stop.
Key process interpretations
- 355 -  Not able to give reasons why her relationship started to become 
abusive apart from noticing increased drinking.
UNDERSTANDING OF EX-PARTNER'S ABUSIVE BEHAVIOUR DURING THE 
RELATIONSHIP 
Key content interpretations
- 211 -  a lot of the things used to happen when he was drunk as well.
- 394 -  Abuse connected with ex-partner’s desire to control her; Erm he’d then 
be constantly ringing me up seeing where I am and what I am doing (I: mm). 
I would just be at home (I: yeah) and um I would get abuse on the phone 
from him for no reason you know just because he was just drunk and he was 
out whatever.
- 551 -  Not understanding why ex-partner continued to be abusive during 
relationship: I couldn’t really quite get my head round (I: mm) you know why 
why this was all happening sort of thing, I couldn’t really understand (I: 
yeah). What it’s all about you know and why is this happening to me and he 
seemed like such a lovely bloke you know, everybody likes him you know 
he’s s such a liked person and why does he do, you know why has he done 
that um. He used to be like really nice as well and say oh I’ll cook a lovely 
meal and so he’d be really nice, then he would just turn into this like you 
know monster. And so it was really hard to try and understand what was 
going on, really.
- 636 -  Realisation that abuse was not just because of alcohol abuse. This 
understanding developed because of her ex-partner’s hospital admission: I 
just thought it’s cos he drinks (p) and I just used to think most of it was down
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to that because you know he’s drunk too much or (I: mm) don’t know really 
you know. I think what made me realise in the end that it wasn’t just his 
drinking was when he was in hospital when Lauren was just a new baby and 
I thought he’s obviously not doing any drink or doing any drugs here because 
he’s in a hospital (I: mm) and then when it carried on then I thought well 
actually it’s not his drinking, it’s him. That’s what made me see that actually it 
could be worse if he’d been drinking but he is still being like that (I: yeah).
- 723 - Does not see her own parents as having an abusive relationship but it 
seems like it could have been: When I told my mum I was pregnant and she 
then told my dad because I was only sixteen you see (I: mm) and he, he 
went mad at me so then my mum kind of got hold of him and sort of shoved 
him along the hallway and said don’t you dare touch her you know. I’ll kill you 
(I: mm).
- 998 -  Understanding of why ex-partner was abusive: because I had said 
that, he’d be trying to make me feel bad about it so like you know I wouldn’t 
say that again or something so.
- 2229 -  Violence as “normal” in relationships; when I was going through it I 
just thought you know I didn’t have a clue what it was all about and I had 
never know anybody that had ever been through that so (I: mm) I knew 
absolutely anything about it and I just thought you know it was me, I just 
thought it was normal that’s what happens when you are in love with 
someone and that’s what it is meant to be like you know (I: right). I thought it 
was all just you know that’s what it’s meant to be like.
Key process interpretations
- 392 -  constantly -  feeling under attack from ex-partner.
- 394 -  Not able to understand why abuse was happening.
- 636 -  Reflection on knowledge gained by the end of the relationship.
- 704 -  Using my question as a springboard to reflect in some detail about 
family of origin.
- 998 -  Logical progression of story and coherent storytelling: an example, 
followed by her reflection on her ex-partner’s behaviour and her own 
attempts to cope.
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UNDERSTANDING AND MANAGING HER OWN THOUGHTS AND EMOTIONS
DURING THE RELATIONSHIP AND SUBSEQUENTLY
Key content interpretations
- 240 -  Feeling guilty for negative thoughts towards ex-partner prior to leaving 
him: one day I sort of got to the point where I thought, my God you know, this 
isn’t the life to be having (I: mm), you know, you shouldn’t be living like this 
and in my head I thought God I wish he was dead, and then a few weeks 
later he ended up having um like some kind of problem and he had to go in 
an ambulance to hospital and I thought my God, you know, I shouldn’t have 
said that. And in the end he ended up having a collapsed lung and he was 
lying in hospital.
- 456 -  Reflecting on ex-partner’s behaviour; realisation of loss of control: I 
thought my god he’s taking you know the absolute piss out of me you know 
how I can I let him do that in my house? (I: mm) You know if someone had 
said you know he has done that in my house or you know a policeman, I 
thought whatever, you know he’s really putting you know like me and my 
daughter at risk from (I: yes) you know and I just thought that isn’t right at 
all. So all these things was going off in my head, thinking you know, he 
shouts at me in front of people, he cut drugs up in the house, he smashes 
my front door, bruises my knees. Thinking about abuse cumulatively, 
thinking about possible consequences of ex-partner’s behaviour, looking at 
her situation from another person’s perspective.
- 1319 -  Reflecting on feelings following end of relationship: I just thought no 
you know I have got peace and quiet now. I felt relieved and even though it 
was very hard and I felt very upset and stuff inside I just thought you know (I: 
mm) I have just got to get on with it.
1057 -  Birth of second child meant that P4 could no longer do what ex­
partner wanted: I think it was when she came along that I sort of thought you 
know um that I can’t do all this stuff anymore.
- 2385 -  Time has helped to heal? it’s been quite a long time now (I: mm) 
since I left my ex-partner so, you know It doesn’t really sort of bother me now 
somehow, yeah.
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Key process interpretations
112 -  Happy to answer questions at the start of the interview but responses 
are brief and she does not volunteer much information.
- 3 2 1 - / just felt you know really bad -  simple explanation of feelings.
- 323 -  P4 seems overwhelmed by her memories: no breaks in the speech.
- 335 -  At first, believes she does not know the answer to a question about 
how she managed her thoughts, but is then able to start thinking about this.
COPING WITH ABUSE FROM EX-PARTNER BY SEEKING AND USING 
SUPPORT FROM FAMILY AND FRIENDS DURING RELATIONSHIP WITH EX­
PARTNER AND SUBSEQUENTLY 
Key content interpretations
- 779 -  Telling mother about abuse suffered after the end of the relationship 
by inviting her to a presentation she made about her experiences; however 
her mother’s friend was more supportive: she brought her friend along as 
well. Her friend had experienced and she is an older person as well, sort of 
like my mum’s age (I: yes) and she had experienced that in her life so she, 
she related to me more (I: yes). She actually talked more to me than what 
my mum did my mum didn’t say anything (I: yes) whereas my mum’s friend 
actually understood and she sort of said more to me (I: mm, yes). She sort of 
you could actually see that she really knew what I was talking about and stuff 
in the speech so yeah. Not able to tell mother directly.
1338 -  Support from one friend during relationship.
1781 -  Developing a new friendship after ending the relationship based on 
shared experience of domestic violence: I think how we sort of first got 
talking, its er we saw each other at the [service] and then, and the Christmas 
party. And they had a Christmas party for the children and we just got talking 
and stuff and we kind of stayed friends.
Key process interpretations
- 799 -  Does not reflect on the way she chose to tell her mum about the abuse 
without prompting.
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LACK OF SUPPORT FROM OTHERS (APART FROM EMPLOYEES OF
STATUTORY AND VOLUNTARY SERVICES) DURING AND AFTER
RELATIONSHIP WITH EX-PARTNER
Key content interpretations
162 -  Losing friends seen as a result of ex-partner’s behaviour: he’d be 
giving abuse to my friends saying, where is she, where’s she gone and all 
this sort of stuff (I: mm). But in the end my friend, you know didn’t really 
bother with me, she didn’t really bother meeting me anymore and stuff so, 
um, I kind of just. Looking back now um, it just ended up he was the sort of 
the only person in my life, other than one other friend.
- 172 -  Inconsistent support from one remaining friend: when I told her about 
things that were going on in the relationship, she let me use her telephone 
and stuff to ring um, like the women’s refuge and things but then, um, she 
actually took his side and I don’t know, I felt like she didn’t believe me 
anymore.
- 829 -  Difficulties in relationship with mother after disclosing abuse. Not able 
to talk to her and find out why this is: My mum used to look after Ruth so that 
I could go out but now she won’t look after either of my children so I think 
that’s kind of. I don’t know if it’s just ‘cos she’s moved further away or 
because she doesn’t want me to go out with, maybe meet someone or 
anything?
- 1627 -  P4 did not feel she had had enough support during her relationship:
I: Okay. So kind of thinking back to when you were in the relationship kind of 
when your ex-partner was abusive to you, how do you think you recovered 
from those incidents? P4: Um (p) I don’t know I don’t think you do really I 
don’t (p) I didn’t really (p) I didn’t really feel that I got um enough support 
really.
Key process interpretations
- 203 -  quite hard -  Minimising what she had to cope with.
- 207 -  Jumps from ex-partner’s attempts to isolate her to leaving him.
164 -  all this sort of stuff -  there are more examples of this abusive 
behaviour, she has just picked one.
- 1 6 8 - / kind of just. Recalling feeling powerless, not knowing what to do?
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- 828 -  Initially denies any changes in relationship with mother, but then gives 
an example of a change.
1246 -  less clear narrative when explaining an incident which clearly hurt 
and confused her.
PERCEPTION OF STATUTORY SERVICES DURING ABUSIVE RELATIONSHIP
WITH EX-PARTNER: PERCEPTION OF THE POLICE AS HELPFUL BUT
HEALTH CARE AND SOCIAL SERVICES AS UNSUPPORTIVE 
Key content interpretations
- 520 -  Accusatory approach used by social services; not being believed: I 
was getting accused of that downstairs and then the one that was talking to 
Ruth upstairs (I: mm). I think there may have been two of them, I can’t 
remember (I: mm) the only reason they believed me was because Ruth said 
no mum didn’t do that, it was my mum’s boyfriend that actually did it (I: 
yeah). So she told them what happened, he pushed my mum onto me and 
that’s how I got the bruise at the bottom of the stairs so, that’s the only way 
they believed me because she actually told them what happened.
1183 -  Police put her in touch with voluntary sector organisation.
- 2290 -  Did not feel listened to by GP; GP did not recognise unvoiced/
indirect request for help and P4 was left feeling she had made a fuss about 
nothing.
Key process interpretations
- 498 -  Able to quickly access her feelings at the time and give reasons why 
she felt that way.
1182 -  Talks in a chronological way about the support she received to 
enable her to leave ex-partner.
- 2328 -  P4 went to GP when she was ready to talk about what was 
happening; GP first port of call. She was not sure what help might be 
available.
- 2342 -  After thanks from the interviewer and a pause, P4 is able to talk
about feeling unheard. She needed time to express more difficult emotions.
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SEEKING SUPPORT FROM VOLUNTARY SECTOR DOMESTIC VIOLENCE 
SERVICES DURING AND AFTER ENDING ABUSIVE RELATIONSHIP WITH EX­
PARTNER 
Key content interpretations
1195 -  Trust needed to talk about abuse to the service, which then enabled 
P4 to end the relationship: And it wasn’t until I was going a few times and I 
was telling her everything um and then it was then that I finally kind of broke 
away from him so I didn’t break away form him until I was seeing someone at 
(domestic violence service) and they were seeing me for a few times and I 
was talking to them and stuff.
1635 -  Counselling from the service helped P4 to build self-esteem: 
Someone used to look after Lauren and I’d go and have an hour with her and 
um she used to say you know I can’t believe how you did all that you know (I: 
mm), how you coped with all that.
1651 -  Funding problems meant treatment was stopped abruptly: it stopped 
because they ran out of money so the counselling stopped (I: mm) and they 
didn’t get another counsellor so didn’t actually have any more counselling 
from anywhere else (I: yeah) um but if they still have a counsellor there I 
would have carried on ‘cos I wouldn’t wanted to have be telling somebody 
else all that same stuff to somebody new (I: mm) you know um (p). I felt kind 
of you know I can trust her and I felt comfortable talking to her (I: yeah) 
because she’d listen to it all from the beginning kind of thing and you know I 
felt she really you know sort of understood (I: mm) and kind of really 
listened and that so.
1678 -  Dealing with the aftermath of an abusive relationship was a daunting 
task with no support: I think I dunno if I had, might have been five or ten 
sessions I can’t really remember, but erm yeah I did sort of think that oh god 
is that it? You know I’ve got to deal with all this on my own kind of thing (I: 
Mmm) yeah so I found it really hard.
Key process interpretations
13 -  Not just a short/ one word answer -  gives extra details.
1972 -  Talks about how she got support ahead of how she helped her 
daughter.
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CHOOSING NOT TO TELL OTHERS ABOUT ABUSE FROM EX-PARTNER
DURING THE RELATIONSHIP 
Key content interpretations
770 -  Not able to talk to parents about the abuse while it was happening and 
denied abuse when asked directly by her father: / never really told any of 
them and I mean my dad still doesn’t know now, I mean he thought it at one 
point ‘cos he did say to me oh does he hit you, no, I just sort of said no, no 
what are you talking about, dad, you know. Um but he must have picked up 
on something for him to say that (I: mm). Um, but he doesn’t know even now 
to this day he doesn’t know.
- 847 -  Could not tell her father about the abuse. Fear of not being 
understood/ judged: I think just because maybe he wouldn’t understand, or 
(I: mm). Um he might think oh you silly cow you know what are you doing 
going out with someone like that or um you know why did you put up with 
that, or why did you have a child with him.
1142 -  Not seeking support from others: I don’t know really how I sort of 
coped through it ‘cos I never really had anyone that I talked to about it kind 
of thing (I: mm) and (p) I don’t know really. I don’t know how I got through 
that.
1294 - So the only person that really knew was Annie at (domestic violence 
service) (I: mm). Nobody else really knew anything you know, so no that’s it.
Key process interpretations
- 517 -  Answers my question fully before moving on with the story.
- 770 -  Able to elaborate on initial answer to my question.
- 847 -  Longer pause; thinking about the question.
COPING WITH ABUSE FROM EX-PARTNER BY FINDING A NEW WAY TO 
THINK ABOUT THE ABUSE. DURING RELATIONSHIP AND SUBSEQUENTLY 
Key content interpretations
- 2492 -  P4 took a course in confidence and assertiveness during the
relationship, which helped her to cope with the abuse and also to leave her
ex-partner: it was fun because I did some of those [courses] when it was the
last year of sort of being with my ex-partner so it was quite good to be doing
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that stuff ‘cos he was knocking me down and this was sort of trying to put me 
back up, kind of thing.
- 2627 -  Wanting to continue with the courses to help her cope with
challenging situations after the relationship: Yeah I think since what has 
happened with Ruth it has, I think that’s probably why I need to do something 
like that again.
Key process interpretations
- 2492 -  Able to articulate how her college education helped her during her
relationship. Growing assertiveness is evident as her story progresses. P4 
looks back on the process of learning to be assertive and leave her ex­
partner as fun, as she was defying him in attending college.
COPING BY GETTING ON WITH IT: FACING DIFFICULTIES AND ABUSE FROM 
EX-PARTNER DIRECTLY DURING RELATIONSHIP AND SUBSEQUENTLY 
Key content interpretations
1486 -  Giving ex-partner rules to follow in order for him to see his daughter 
after the relationship: I said you’ll turn up on time, you’re to turn up every 
week um (p) and I don’t want, if there is any trouble or anything then I shall 
just take Lauren (I: mm) and go (I: yeah).
- 1174 -  Phoning the police during the relationship.
1131 -  Coping by carrying on but not knowing how: Don’t know (p) I really 
don’t know. Strange how you sort of you know do It when you don’t actually 
know how you did do it, just (I: mm) carry on kind of thing.
1704 -  Coping by getting on with life: So that is I think how I kind of I didn’t 
really deal with it but that’s why I did to try and move forward move on, sort 
of thing (I: Mmm).
1809 -  No idea about her own strengths which helped her to carry on while 
she was in the relationship. Not been asked before?
Key process interpretations
- 615 -  Says she does not know how she coped but then gives three different 
ways of coping that she used. Has not yet thought of her experiences in 
terms of coping.
1179 -  P4 not able to remember many specific instances of abuse.
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1809 -  Not able to name any strengths, even though the question was asked 
in four different ways.
COPING BY AVOIDING THINKING ABOUT RELATIONSHIP DIFFICULTIES AND 
ABUSE DIRECTLY DURING RELATIONSHIP WITH EX-PARTNER AND 
SUBSEQUENTLY 
Key content interpretations
- 221 -  Trying to avoid seeing ex-partner by not opening her door to him.
- 415 -  Making excuses not to see ex-partner; I used to say to him well don’t 
come round tonight you know, do it other night, I am a bit tired or something 
you know so he wouldn’t come round, erm.
- 428 -  Ex-partner never moved in with P4.
- 625 -  Avoiding thinking about the abuse; wishful thinking: try not to worry 
about stuff that going on. I mean Just sort of (p) don’t know Just try and push 
it aside and sort of pretend it’s not happening or (I: mm) you know Just 
thinking oh everything will be alright, you know, he’ll change and everything 
will be okay.
- 691 -  Denying abuse was happening, not wanting to believe it: I just thought 
that’s not real you’re just thinking it all, you know, that’s what I used to think, 
none of this is real, you are just thinking it all in your head (I: yeah) so 
strange really.
- 919: Coping by saying what she really wanted to herself: I just used to say it 
to myself when right he’d be saying to me you don’t love me, you don’t care 
about me and all that sort of stuff, in the end I used to just say to myself yeah 
you’re right, I don’t.
- 1001: Coping by thinking through what she wanted to be able to say to her 
ex-partner: quite a lot of the time I just used to think things in my head I just 
used to (I: right) you know sort of say to myself you know you shouldn’t be 
doing this. I have got to stop cooking him a dinner and just do mine and 
Ruth’s dinner, I shouldn’t be doing him a meal all the time as well.
- 1953 -  Dealing with a current trauma by avoiding facing it: A person who 
works there knows the people who did something to my daughter so I don’t 
want to go back (I: mm) there.
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Key process interpretations
- 422 -  Answering my question and also offering more information.
- 427 - Not needing much prompting to answer my question in full.
- 691 -  Able to access the thoughts that she had at the time, explain how she 
thought about the abuse.
- 2048 -  Willing to have a go at answering a difficult question.
COPING BY TRYING TO TALK TO EX-PARTNER ABOUT HIS ABUSIVE
BEHAVIOUR. DURING THE RELATIONSHIP 
Key content interpretations
- 213-  Trying to talk to ex-partner about his drinking: Um I used to say to him, 
you know, I think you have a drink problem, you need to sort it out, um, and 
then he’d say no I haven’t got a drink problem.
- 309 -  Trying to reason with ex-partner was futile: I: Did you explain why you 
were late? P4: Yeah, I did I said you know ‘cos I went to go and see my dad 
first (I: mm). Um, and I said you know I had to take two buses to get here 
and I had a tiny baby not she was only three months old um but none of that 
mattered to him you know whatever reason I had, no reason you know was 
okay with him.
- 359 -  Trying to tackle ex-partner’s drinking directly, by talking to him about it:
I started to notice oh he’s not just having a drink at the weekends you know
he’s drinking like every night you know so I said something to him, I said you
know you kind of have a can every night or a couple of cans every night. 
Don’t you think you have some kind of problem, and he used to go 
absolutely mad about that ‘cos I had said that.
Key process interpretations
- 311 -  P4s account of her ex-partner’s anger integrates events, thoughts, 
feelings.
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COPING WITH ABUSE DURING RELATIONSHIP BY TRYING TO PLEASE EX­
PARTNER 
Key content interpretations
- 443 -  Doing what ex-partner wanted due to being scared of him; he got
loads of drugs and wanted to come in my house to like cut them up and stuff 
and my god no way, you’re not doing that in my house (I: mm). And um, so 
he just went absolutely mad at me and in the end he did, he done it in my 
kitchen and it absolutely stunk the place out and I said you know you can’t 
do this here he went whereabouts am I going to fucking do it then (said is a 
mock shouting voice) he said. So I was like so scared, I just thought I have to 
go in the other room (I: mm) and just let him just get on with it (I: yeah)
- 567 -  Coping by trying to predict how ex-partner might react and being
aware of anything that might upset him; hypervigilant of own behaviour; I 
mean I always used to walk on eggshells because I never felt comfortable 
even when he was being nice to me, to he’d cook a nice meal or whatever (I: 
mm). I always used to be on edge or sort of half alert thinking, oh god, you 
know (I: mm) what’s he going to say, what’s going to happen you know am I 
doing anything wrong or right or (I: yeah) I don’t know so just constantly I 
was always, just don’t know, just thinking you know what might happen next 
or (I: yeah). Always something, I don’t know.
Key process interpretations
- 443 -  No prompt needed to continue story.
- 451 -  Recreating conversation at a time when P4 was scared.
- 577 -  constantly...always...always: never able to relax in ex-partner’s 
company. Partly as she could not predict when he would be violent?
COPING WITH OVERWHELMING FEELINGS DURING RELATIONSHIP WITH 
EX-PARTNER BY RUNNING AWAY 
Key content interpretations
 ^59 -  he always used to cause arguments and I would quite often walk off, 
or run off, go and hide somewhere.
- 2571 -  Coping by escaping temporarily from her relationship and doing 
something for herself: I think it was um (p) kind of good because I was like
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you know doing all this stuff and he didn’t like it that I was doing things you 
know, I would go up to the Community Centre where they was doing these 
courses and (I: yeah) he didn’t like it at all and I thought you know I am doing 
this and I need to do it, I need to get away from what’s going on kind of thing 
(I: mm) so yeah I think it was good.
Key process interpretations
- 2571 -  Was able to be assertive with ex-partner in this area.
COPING WITH ABUSE DURING RELATIONSHIP WITH EX-PARTNER BY 
VARYING STRATEGY ACCORDING TO THE SITUATION 
Key content interpretations
- 266 -  P4 timed leaving her ex-partner with his period of ill-health, thereby 
minimising the likelihood of harm to herself and her children: Um and I think 
it was then when he was in hospital that I thought you know sort of now is 
my chance to try and get away from him sort of thing, so, er, sort of made up 
my mind that that was the sort of time I would try and get away from him.
1232 - maybe I felt strong enough to tell him that ‘cos I knew he was ill, ’cos I 
thought you know he’s not going to be able to do anything to me, he’s not 
strong enough he’s quite weak.
Key process interpretations
- 274 -  P4 pauses telling her main narrative so she can tell me about a related 
episode she clearly remembers.
1225 -  P4 can always tell me, often unprompted, what her ex-partner may 
have been feeling, but needs prompting to think about her own feelings.
DEMONSTRATING RESILIENCE AND DETERMINATION WHILST IN 
RELATIONSHIP WITH EX-PARTNER AND SUBSEQUENTLY 
Key content interpretations
- 1267 -  Determination to get on: I just thought you know you can both sod off.
I just thought I have had enough of all this I just yeah so kind of got rid of 
him and got rid of my so called best friend at the same time, really.
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- 1500 -  Being assertive with her ex-partner led to him not pursuing contact: I 
said this isn’t good enough you know you’re letting her down she thinks you 
are coming. So um it stopped because he hasn’t bothered to phone, he 
hasn’t bothered to turn up and he hadn’t rung to (p) um you know do 
anything about it. So I just thought well I am not going to answer the 
telephone to you anymore because I told you if you didn’t stick to the rules 
we had agreed then yeah.
- 2028 -  Determination to move forward after current trauma: that’s why I’ve
started somewhere new (I: mm). ‘Cos I think (I: well done) you know (p) its 
why I started at a different college ‘cos I just thought I’m not going let you
know all that kind of put me off, sort of thing.
- 2588 -  Putting in hard work to improve her exam results.
Key process interpretations
- 2596 -  My looking at P4’s achievements probably boosted her self-esteem, 
gave her a different perspective on her skills.
COPING WITH ABUSE AND OTHER DIFFICULTIES BY FOCUSING ON THE 
PRESENT. AFTER LEAVING RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
- 2084 -  Focusing on one thing at a time: I don’t know I think I’m (p) just at the 
stage where I think I’ll just do one thing at the moment.
- 2094 -  Coping is different now compared to during her relationship: I’m not
taking like before where I would have done loads of courses in one week, so.
- 2102 -  Trying to give herself time to get over trauma: I thought I don’t want 
to take on too much (I: yeah) because um (p) in my mind I’ve thought you 
know I’ve had to go through so much these last few months that I don’t want 
to take on too much I want to sort of try and have a little bit of a relax and 
just (I: mm) Lauren is at school, try and enjoy the time. Coping changes as 
responsibilities change?
Key process interpretations
- 2083 -  Pause indicates thoughtfulness about her experiences.
- 2102 -  Combines what she was doing to cope during the relationship and 
the differences now to give a picture of coping over time.
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- 2066 -  Does not answer my question about the future, instead she wants to
talk about her current difficulties. Coping by not looking too far ahead?
DIFFICULTIES EXPERIENCED WHEN TRYING TO MOTHER CHILDREN 
DURING RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
1117 -  Request for support turned into opportunity to abuse: with Lauren she 
was more demanding and very like a very needy baby constantly wanting 
attention (I: mmm, yeah). I found that really tiring, really hard and um (pause 
for 3 seconds) it was cold I know when she was born because it was 
December (I: mm) and I used to get up and feed her and stuff. And I 
remember him being there and not once would he want to get up and feed 
her you know he said it was too cold or whatever (I: yeah). So um one night 
I said look oh I am ever so tired can you you know feed Lauren if she wakes 
up tonight (I: mm) so he did but he woke me up and said oh you know I don’t 
want to do any of this it so it was pointless him doing it (I: yes) so I might just 
as well have got up and done it myself.
1843 -  Ex-partner made being a new mother harder: (p) I don’t know in a 
way I used to think he made things harder ‘cos (I: Mmm) he would never 
ever ever make the bottles up you know you have to do so many scoops in 
the milk and so many water (I: Yeah). And I asked him to do it one time 
and um he just did it completely wrong he did it with cold water rather than 
boiling the kettle and then it being boiling hot water and then you let it cool 
down.
1860 -  Felt ex-partner sabotaged her efforts to involve him in caring for their 
baby: I never asked him for any help or anything really ‘cos every time it 
seemed to me every time I asked him it seemed to me on purpose DID IT 
WRONG so I never asked him again (I: Mmm) so I never asked him for any 
help so I felt like I did it all on my own really (I yeah) so.
Key process interpretations
- 1109 -  Vivid picture of her feelings and the challenges she faced as a new
mother with no support from ex-partner.
1843 -  Gives example to support her opinion.
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MOTHERING CHILDREN AS BECOMING EASIER AND MORE PLEASURABLE
AFTER LEAVING THE RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
- 1868 -  Leaving relationship meant mothering was easier: I think that was 
why I was relieved when urn (p) when he did go you know when he finally 
sort of did go ‘cos I felt like I then I was then was looking after my two girls 
and clearing up after them, I wasn’t actually looking after him, clearing up 
after him as well.
- 2147 -  Enjoying children more: And then I sort of started enjoying, enjoying It 
more you know enjoying looking after Lauren, enjoying Ruth (I: yeah). Kind 
of I felt like I could walk down the road and I felt sort of happy you know sort 
of this Is great (1: yeah) so I think It takes a while though (1: mm) to sort of 
feel like that.
-  2164 -  P4 is no longer undermined as a mother by ex-partner: / think It’s 
easier because then (p) they’ve only got me to listen to you know If I am 
telling them you know you can’t do that (I: yeah), you shouldn’t do that, you 
know It’s naughty, um then they’ve only got me you know telling them that (I: 
mm) they haven’t got him sort of (p) saying oh she can do that, course she 
can, and he Is saying something completely different (laughs).
- 2177 - I’d be saying to Ruth no you can’t do that, he’d say course she can, 
she’s fine.
Key process interpretations
- 2164 -  Can give specific examples to demonstrate why mothering is now 
easier.
ONGOING CHALLENGES ENCOUNTERED WHILST MOTHERING CHILDREN 
AFTER LEAVING ABUSIVE RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
1539 -  Trying to help Lauren understand why she did not see her father: She 
was talking about Daddy. She was saying where’s my Daddy (said very 
quietly). I used to say oh he’s at work. All the time I’d say your Dad’s at work. 
Yes she said um my Dad’s at work. She was telling everybody, you know, 
she’d say to her friends and stuff like that.
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1548 -  Dilemmas around contact with Lauren: I do actually want her to see 
him and just meet him and see that what he’s like and all that sort of stuff, 
well I want her to know who he is and um ‘cos - She, she is the sort of child 
that really likes a man, like she really gets on with my brothers (I: yeah) and 
she gets on with Ruth’s dad and she’s all over him, climbing all over him and 
sister’s daddy, she says, you know, when he comes to the door or whatever 
so (I: yeah) um yes I really wanted her to see him and be you know get on 
with him and stuff.
- 2120 -  Anxious about Lauren growing older, becoming more independent: 
How am I going to deal with that (p) when Lauren gets to Ruth’s age and 
she’s going to want to go off exploring. I am going to lock her up and go no 
you’re not!
Key process interpretations
1539 - Gives well thought out reasons for wanting her daughter to know her 
father.
- 2124 -  Uses humour to describe her lack of confidence in protecting her 
younger daughter as she grows older.
- 2133 -  Not thinking about any possible further difficulties with older daughter 
Ruth; still not able to talk about what happened to Ruth.
- 2195 -  Not able to say what she would like her children to know about 
intimate relationships.
- 2668 -  Fearful of the impact on her children of witnessing domestic violence: 
I was thinking oh god she’s going to end up having problems and things like 
that so um.
PERCEPTION OF NEGATIVE IMPACT OF EX-PARTNER’S ABUSE ON 
CHILDREN DURING RELATIONSHIP AND SUBSEQUENTLY 
Key content interpretations
- 470 -  Ruth directly affected by ex-partner’s violence. P4 cannot articulate 
build-up to the abuse: I can’t remember what he was doing but he was 
shouting at me In the front room and my daughter was upstairs and he was 
going I’M GOING TO EFFING KILL YOU so my daughter was coming down 
the stairs and he actually pushed me onto my daughter on the stairs so she 
ended up with a massive bruise on her back and erm she went to school the
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next day and she, before she went to school she said mum I was so scared 
she said I thought he was going to kill you that’s why I came running down 
the stairs.
- 1411 -  Unsure about reasons why Ruth has not spoken about the abuse: 
Ruth saw people from (domestic violence service) children workers and that 
(I: yeah) but she never really spoke about anything with them. So um I don’t 
know that was because she didn’t want to or maybe she just blocked it or I 
don’t really know.
Key process interpretations
- 470 -  Pausing, thoughtful about what to say. Continues story without 
prompting: moves from reflection on ex-partner’s behaviour to an episode of 
violence involving her daughter.
- 1411 -  Willing to think a little about the impact of the abuse on her children, 
but does not have as much to say on this as her own experiences.
PERCEPTION OF EX-PARTNER AS AN UNSAFE AND NEGLECTFUL FATHER 
DURING THE RELATIONSHIP AND SUBSEQUENTLY 
Key content interpretations
- 1579 -  Wanting Lauren to see what she herself can about her ex-partner: 
she needs to sort of to see for herself but he’s actually just, he’s going to be 
a let-down to her, he’s going to promise her the world and then It’s not going 
to happen, so.
1856 -  Ex-partner came close to harming his daughter: So he did It with cold 
water (I: Yes) so I was just like oh my god you know she could have been 
really III If she had drunk that (I: Mmm) um and so I never you know asked 
him to do It again.
Key process interpretations
- Not many examples of this theme.
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CHILDREN AS HELPING MOTHER TO COPE DURING RELATIONSHIP WITH
EX-PARTNER AND AFTER THE RELATIONSHIP ENDED 
Key content interpretations
- 622 -  Coping by focusing on her role as a mother: Just thinking you’ve got to
be a mother, you know, just try and be a good mum.
- 1352 -  Personality of first child helped her to cope with the abuse, until the
extra demands of her second child made coping with her relationship much 
harder: Lauren is much more demanding, she wants much more of my time 
and um just seemed like a very needy child you know (I: mm) always 
wanting attention constantly and um. Whereas Ruth wasn’t like that she’s 
just a totally different child, so I don’t know maybe If It was the other way 
round and I was having to parent Lauren when I was going through that I’d 
probably wouldn’t have been able to do It (I: right, mm). Probably would 
have thought you know I can’t cope with this (I: yeah), I don’t know.
1023 -  Arrival of second child helped P4 to feel stronger and stand up to ex­
partner: I think (pause for 3 seconds) think It was when Lauren came along 
that I stopped doing It. I just thought no I’ve really got to put my foot down 
and just say look you know I can’t afford to do a dinner for you as well (I: 
yeah). So I think when Lauren came along I was more I dunno I seemed like 
more stronger that I could actually say things to him, I wasn’t so worried 
about It.
Key process interpretations
1368 -  Imagining how she might have coped differently in other 
circumstances.
1391 -  Interview prompts P4 to look at her experiences in a new way: I 
suppose looking at It like that It was probably easier parenting Ruth going 
through that relationship (I: mmm) because she wasn’t a difficult child.
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PRACTICAL AND EMOTIONAL SUPPORT RECEIVED FROM COMMUNITY 
RESOURCES TO HELP MOTHER CHILDREN FOLLOWING THE END OF THE 
RELATIONSHIP 
Key content interpretations
1712 -  Developing a new support network due to the availability of 
community resources: I think it was like a great help because it helped me 
have time away from Lauren ‘cos she was quite a demanding child (I: Mmm) 
and it gave me a bit of headspace sort of thing, a bit of time to, alright it was 
learning but I was actually sitting down having a bit of a rest while I am 
learning sort of thing (I: yes) ‘cos at home I was rushing around doing this, 
doing that, cleaning up, feeding Lauren (I: yeah), seeing to Ruth and it was 
just - so that was my kind of rest as well (I: Mmm) even though I was 
learning. Um and also that we both were happy there you know because she 
was happy there playing in the crèche (I: yeah) and I could tell she was 
happy because she was she couldn’t wait to go back (I: Mmm) and I was 
happy there ‘cos I was meeting people in different classes, yeah, so it was 
quite good really.
Key process interpretations
1712 -  Cautious agreement with interviewer that she has strengths; has not 
previously thought of herself as having any?
1729 -  Youngest child’s development mirrors P4’s own development?
DIFFICULTIES IN TALKING TO CHILDREN ABOUT EX-PARTNER'S ABUSIVE 
BEHAVIOUR. DURING THE RELATIONSHIP AND SUBSEQUENTLY 
Key content interpretations
- 542 -  Mother and child not able to talk about abuse: due to P4s lack of
understanding about why it had happened?: I: Did you and Ruth talk about 
what had happened? P4: No. Not really, no. I think because I just (p) I don’t 
know I think ‘cos I couldn’t really quite get my head round (I: mm) you 
know why why this was all happening sort of thing, I couidn’t realiy 
understand.
1605 -  Not knowing what Lauren thinks about her dad; no communication: I 
don’t know what she says to friends at school (I: mm) or teacher whatever.
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because they obviously speak about families and stuff, who they live with, 
and that sort of thing so (I: yeah) I don’t really know what she says.
1614 -  Putting off talking to Lauren about her father: I’ll deal with that in a 
few years. When she’s a bit older.
- Ruth has learnt about unhealthy relationships for herself: she has learnt that 
for herself about being vuinerable and not keeping herself safe, and um, 
what some people are like.
- 2250 -  Makes a joke about how she will talk to her daughters about healthy 
relationships, but is this what she would really like to do? Just ieave leaflets 
lying around.
Key process interpretations
- 1424 -  Changes subject away from impact on child towards what she has 
had to cope with.
1575 -  Less able to put herself in child’s shoes than ex-partner’s?
POSITIVE AND NEGATIVE CONSEQUENCES OF COPING EFFORTS DURING 
AND AFTER RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
- 604 - Trying to put boundaries on ex-partner’s behaviour did not work; 
feeling hopeless about ever being able to please him: I’d put the phone down 
and say I am not going to talk to you now if you are talking to me like this I 
don’t want to speak to you (I: yes). So then it would be ringing again why 
aren’t you speaking to me and (I: yeah) I’d just think you just couidn’t win 
whatever you did (I: mm) just you know you just felt that you could never do 
anything right.
- 990 -  Attempts to stand up to ex-partner could result in him coercing P4 to 
do what he wanted: Sometimes I sort of tried to say to him you know I am 
realiy skint, I said I can’t pay my water this week you know because I have 
been having to buy extra food and stuff. Oh don’t be so stupid he’d go, 
what’s another couple of quid on a bit of food? You know trying to make me 
feel bad about it.
1154 -  Being direct could work: I said I can’t have you coming round 
anymore um (p) because (p) you know you are messing us about and what 
has happened and everything (I: mm) and then he disappeared off to (city)
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so he didn’t really see us or anything so I was quite giad about that ‘cos I 
thought, you know it gives us a chance to just get on.
Key process interpretations
- 604 -  Detailed description of ex-partner’s behaviour, her responses and the 
consequences.
GETTING INVOLVED IN LOTS OF DIFFERENT ACTIVITIES FOLLOWING THE 
END OF THE RELATIONSHIP WITH EX-PARTNER 
Key content interpretations
1689 -  Making time for herself following separation; resourceful: I tell you 
what I did. What I did is Lauren was still only small and um I found a place 
called (name) where they do loads of learning courses and have a free 
crèche (i: Yes). So I signed up to do all these courses and put Lauren in the 
crèche there, so I had time away from her and I was doing other stuff for 
myself (I: Mmm) and I just got loads and loads of certificates for all these 
things (I: we// done!) And I’ve brought them here. I’ve got them with me to 
show you. Proud of her achievements.
1905 -  Using new skills to get involved with different events; I did some 
photos for the AGM Meeting that they (I: yeah) um dispiayed them on the 
wall um (p)-then I think the following year I did a speech and some other 
different photographs as well um which everyone said was really good, they 
really liked them and stuff (I: mm).
- 2143 -  The activities have helped her feel better about herself: I’ve felt a lot 
happier. I think it has taken me a while you know from when I left him (p) to a 
little bit down the line sort of got my confidence back by doing all this stuff.
Key process interpretations
1905 -  Several achievements were related to voluntary sector domestic 
violence service events.
- 2018 -  Repeats praise from her teacher: the teacher had noticed that I had
got a talent with photography.
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EX-PARTNER’S SUPERVISED CONTACT WITH CHILD AS AN OPPORTUNITY
FOR CONTINUED ABUSE OF MOTHER 
Key content interpretations
- 1441 -  Ex-partner using contact to see P4; he tried to control her behaviour: 
he didn’t like it being in that centre AT ALL (I: mm) he used to wait outside, 
wait in the hallway, um whatever he tried to do whatever he could to try and 
see me to talk to me and stuff. And in the end I used to, i had to say to the 
lady you know erm the supervisors there you know can he not wait outside? 
Can he not wait in the hallway? You know, I don’t actually want to see him, 
to speak to him (i: yes) so he had to be told quite a few times to not wait 
outside and to not wait in the haliway and stuff and um then sometimes he 
wouldn’t even come and wouldn’t let them know or let me know and I would 
go down and I would wait and he wouldn’t arrive and things um.
- 1492 -  Ex-partner trying to assert control over contact meetings: I agreed all 
this stuff with him and he agreed it all and he, he, he done it for a few weeks 
and then he started messing about and not coming down to see her and 
stuff. So i phoned him and I said look come on. Or he’d text me and say oh I 
can’t make it, literally in the morning he’d text (I: yeah) and say he can’t 
make it and I’d already told Lauren (I: yeah).
Key process interpretations
1441 -  Volunteering more information about contact sessions.
1492 -  Very coherent account of her attempt to set up contact for ex-partner 
with Lauren.
EXPERIENCING ADDITIONAL TRAUMA. UNCONNECTED TO ABUSE FROM 
EX-PARTNER. FOLLOWING THE END OF THE RELATIONSHIP 
Key content interpretations
- 1912 -  Has recently had to deal with a distressing event concerning her 
daughter and feels this has set her back. She has had to stop thinking about 
her own healing?: at the beginning of this year, something quite bad 
happened er to my daughter so that’s why everything has sort of gone to pot 
since then. I kind of haven’t been back to (name of centre) because um (p) 
what happened to her um one of them over there (p) is something reiated
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sort of thing to it so i haven’t been back there ‘cos it’s kind of put me off a 
littie bit.
- 1941 -  Has difficulty thinking about what has happened to her daughter;
Yes, it’s all you know it’s all concluded everything, it’s all kind of finished now 
(tearful).
Key process interpretations
1921 -  put me off a little bit -  understates intensity of her feelings, especially 
given her reluctance to talk about what has happened to Ruth.
ACHIEVED. HOPED FOR OR ALTRUISTIC LIFE EXPERIENCES FOLLOWING 
THE END OF THE RELATIONSHIP 
Key content interpretations
1772 -  Proactive at arranging activities she might enjoy: I did a bit of 
volunteering there as weli in the office.
1798 -  P4 has used her own experiences to help others: She was going 
through all court stuff so I helped her with all that.
1892 -  Has been actively working towards improving present and future: I 
did all these courses and got these certificates and stuff.
- 2211 -  Is able to articulate what she has learnt about relationships and what 
she would like her daughters to know: yeah just to like notice things really if 
um (p) if she did meet someone that was very iike Lauren’s dad um you 
know very sort of possessive and constantly ringing and wanting to know 
where you are and what you are doing and all that sort of stuff um (p) then 
you know to be aware of that and to think you know this isn’t healthy, this 
isn’t right (I: yeah).
- 2262 -  Altruistic reason for taking part: people don’t really know enough
about it and un (p) like even like professional people, like doctors and people 
like that un you know I think they should kind of know a bit more about it as 
well.
- 2656 -  Brave to tell her story to others despite her anxiety about doing so.
- 2698 -  Celebrating her own achievements: Oh there’s a certificate for that 
(I: yeah) I don’t know where it is actuaily, oh no I do actuaily it’s in a photo 
frame.
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Key process interpretations
- 31 -  Answering initial questions directly, sticking to what was asked.
1771 -  The more I ask about the benefits of going to college, the more she is 
able to tell me.
1892 -  Her current life now (having fun, being encouraged by others, having 
time for herself) contrasts with her old life in the relationship.
- 2727 -  Interviewer has the opportunity to praise and encourage P4 to follow
her dreams and interests.
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Appendix 12: Summary of narrative analysis group: 
Discussion of transcript 4, ‘Georgina’
I met with two trainee clinical psychologist colleagues, ‘Sally’ and ‘Anya’''®, who were 
also undertaking narrative research. We each read one interview transcript from our 
MRPs and came to the meeting prepared to speak about our understanding of each 
transcript. We held in mind both narrative methods and the relevant research 
questions. Our aim was to gain different perspectives on the interviews we had 
completed and also to consider the completeness and quality of our own analysis.
1) Sally
Sally thought that Georgina’s methods of coping with abuse from her ex-partner and 
mothering her daughters were implicit, as she herself did not seem aware that what 
she was doing to manage her difficulties could be thought of as ‘coping’. Sally 
thought Georgina found what she did to cope difficult to put into words. She seemed 
to blame herself for the abuse.
The coping strategies Sally noticed that Georgina used throughout her relationship 
were largely avoidant strategies such as pushing negative thoughts away and 
avoiding thinking about the abuse. The voluntary sector domestic violence service 
was the key factor in helping her to leave.
Sally’s work in a trauma service made her think that Georgina had not processed all 
her experiences because of her use of coping strategies to avoid thinking about 
what had happened to her. Georgina’s memory was hazy for what were probably 
traumatic events, such as the first experience of her ex-partner being violent 
towards her. Sally thought that Georgina might find it hard to talk to Ruth about what 
had recently happened to her. Georgina may have learnt to keep difficulties to 
herself from her own mother, who was unable to talk to Georgina about her 
daughter’s abusive relationship.
Sally thought there were two turning points in Georgina’s story: the first when her 
daughter was hurt in a violent incident and the second when Lauren was born. Until
16 Names have been changed
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Lauren was born, Georgina’s major coping strategy was to switch off from what was 
happening to her and not think about it, but she could not do this when she had to 
care for a demanding baby. Sally wondered whether Ruth had to be a good child 
because her mother had to manage an abusive partner.
Overall, Sally saw Georgina’s narrative as a progressive narrative about gradually 
building strength. In fact, after she left, there was a role reversal, when Georgina 
was strong and saw her ex-partner as weak for the first time. Sally did not see any 
clear differences in Georgina’s coping strategies after she left the relationship 
compared to when she was in it, but thought there was a difference in how Georgina 
perceived herself. After the relationship, she seemed a very different, more 
confident, person. However, Georgina still used coping strategies to avoid thinking 
about difficulties, which had helped her to survive an abusive relationship.
2) Anya
Similarly to Sally, Anya felt worried for Ruth and how Ruth would cope with what had 
happened in her family. Anya thought Georgina seemed to have a lack of 
confidence in her mothering skills and it was hard for her to talk to her children about 
difficult topics. However, Georgina thought it was easier looking after two children 
without her ex-partner and that being on her own was peaceful.
Anya noticed examples of Georgina connecting with her children during her 
narrative and presenting herself as a good mum, such as when her ex-partner hurt 
Ruth. This was perhaps a memory that Georgina is proud of and is therefore easier 
to talk about than times when she had had to meet her ex-partners needs to keep 
safe.
Anya said that compared to her own transcripts of interviews with adult women, it 
was much more difficult to work out what happened in Georgina’s story. She thought 
several parts of the story were difficult to understand and not clearly developed; it 
sounded like Georgina had not told her story many times. Georgina found it hard to 
know where to start her story and did not start her story from the ‘beginning’ (i.e. 
when she met her ex-partner). Anya thought that Georgina may not have had the 
opportunity to process and understand each part of her story.
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To cope, Anya thought that Georgina shut off difficulties and tried not to talk about 
them. This meant that she could accept situations such as her mum not talking to 
her about her abusive relationship. Georgina also said what she wanted to say to 
her ex-partner in her head, rather than to him directly. Georgina presented her 
children as helping her to stand up to her ex-partner.
Anya thought that Georgina had a very gradual realisation that her relationship was 
not right. She noted that Georgina’s mum had married a much older man and that 
Georgina had repeated this pattern of a relationship with an older, distant man. 
There was an absence of Georgina recalling any good times in her relationship, 
although she said there were some. Perhaps Georgina feared what I might think 
about her talking about better times when ultimately the relationship had not been 
successful. During her narrative, Georgina was able to analyse the reasons for her 
ex-partner’s behaviour but found it much more difficult to do this for herself or her 
children, perhaps as she has had to focus on him in the past. Anya said that hearing 
about Georgina’s ex-partner’s behaviour made her feel very angry with him.
Like Sally, Anya thought that Georgina’s story was a story of increasing strength, 
particularly from the time of Lauren’s birth. There was a progressive feel to her 
evaluation of events. This was shown in Georgina’s greater understanding of the 
causes of the abuse, her helping a friend who had also been abused by an intimate 
partner and her success at college.
Summary
The discussion I had with Sally and Anya gave me confidence in the interpretations I 
had made of Georgina’s narrative. Between them, my colleagues identified the 
same coping strategies as I had and there was agreement about the narrative form.
I had previously not thought about Sally and Anya’s view that Georgina’s coping 
strategies had been learnt from her own family. Also, I had accepted at face value 
Georgina’s view of her children as having different personalities and had not 
questioned whether the abuse could in any way be responsible for this.
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When I talked through my method of analysis, Anya and Sally both thought that my 
method was very thorough and systematic, which had resulted in a good 
understanding of Georgina’s narrative.
I found it interesting to hear about the impact that reading the transcript had had on 
Sally and Anya and the feelings it evoked towards Georgina and her ex-partner. I 
have since reflected that when working with I PA, clinicians may have to work hard to 
understand and manage their own emotional reactions in order to best help the 
client.
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Appendix 13: Overarching themes and sub-themes identified in the 
eight narrative accounts
The sub-themes given in bold are the focus for the ‘findings’ chapter.
A -  Understanding of what went wrong in relationship with ex-partner
A1: Relationship/ financial/ health difficulties encountered whilst in relationship with
ex-partner/ after relationship Events rather than thoughts/feelings
A2: Issues of power and control in relationship with ex-partner/ subsequently
A3: Positive and negative thoughts and feelings about relationship with ex-partner:
at the beginning of the relationship/ when ex-partner became abusive/ after leaving
ex-partner
A4: Descriptions of the types of abuse experienced by mother/ child(ren) when living 
in relationship with ex-partner
B - Understanding of ex-partner’s abusive behaviour
B1: Understanding of why ex-partner became abusive/ why the abuse did not stop 
Includes NOT understanding
B2: Understanding of abusive/ criminal behaviour (towards herself and child(ren)) 
during participant’s childhood/ during the relationship/ subsequently Includes NOT 
understanding
B3: Understanding and managing her own thoughts and emotions during the 
relationship/ subsequently Includes during the interview
C - Support from others
Cl: Coping with abuse from ex-partner by seeking and using support from 
family and friends during relationship with ex-partner/ in the act of leaving/ 
subsequently
C2: Lack of support from others (apart from employees of statutory and 
voluntary services): during childhood/ during and after relationship with ex­
partner Including gossiping, iack of support from community 
C3: Perception of statutory services during relationship/ in the act of leaving/ 
after relationship with ex-partner: positive and negative experiences with the
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police, prison officers, health care and social services Including helpful, 
unwanted, forceful involvement
C4: Seeking support from voluntary sector domestic violence services during 
relationship with ex-partner/ to leave him/ subsequently Includes counselling 
services
C5: Choosing not to tell others about abuse from ex-partner/ other difficulties, 
during/ after the relationship
D -  Strategies used to manage relationship difficulties with ex-partner
D1: Coping with abuse from ex-partner by finding a new way to think about 
the abuse, during relationship/ subsequently Includes minimising abuse 
D2: Coping with difficult situations encountered before/ during/ after 
relationship with ex-partner by focusing on the positives 
D3: Coping by getting on with it: facing difficulties and abuse from ex-partner 
directly during relationship/ in the act of leaving/ subsequently including not 
knowing how she coped; continuing with paid employment; calling police 
D4: Coping by avoiding thinking and talking about relationship difficulties and 
abuse directly, in childhood/ during relationship with ex-partner/ subsequently 
Including wishful thinking, denial, living separately
D5: Coping by trying to talk to ex-partner about relationship difficulties/ his 
abusive behaviour during the relationship Including threats, ultimatums 
D6: Coping with abuse during relationship by trying to please ex-partner 
D7: Coping with abuse by retaliation, during relationship/ in the act of leaving/ 
after leaving
D8: Having to cope with childhood abuse/ prison/ ex-partner’s abuse/ 
mothering child because of perceived no other option including “i had to 
cope”, safety planning
D9: Coping with relationship difficulties by using alcohol/ prescription or 
illegal drugs/ (thoughts of) self-harming before/ during/ after relationship with 
ex-partner
D10: Coping with overwhelming feelings/ abuse before/ during/ after 
relationship with ex-partner by running away/ hiding
D11: Coping with abuse during relationship with ex-partner by varying strategy 
according to the situation
365
Major Research Project
D12: Reliance on tried and tested coping strategies to manage the abuse during 
relationship with ex-partner
D13: Demonstrating resilience and determination whilst in relationship with ex­
partner/ subsequently Including defying ex-partner, finding a way round problems 
D14: Demonstrating resilience and determination in tackling drug addiction and 
leaving relationship with ex-partner
D15: Coping with abuse and other difficulties by focusing on the present, 
during relationship with ex-partner/ subsequently
□16: Coping with abuse and other difficulties before/ during/ after relationship 
with ex-partner by turning to a faith base
E -  Understanding of herself as a mother and ex-partner as a father/ mother
El - Difficulties experienced when trying to mother child(ren) during 
relationship with ex-partner
E2 - Mothering child(ren) as becoming easier/ more pleasurable after leaving 
relationship with ex-partner
E3 - Ongoing challenges encountered whilst mothering child(ren) after leaving 
relationship with ex-partner
E4 - Perception of negative impact of ex-partner’s abuse (towards mother) on 
child(ren) during relationship/ subsequently
E5 - Perception of minimal impact of ex-partner’s abuse (towards mother) on 
child(ren) during relationship/ subsequently
E6 - Perception of ex-partner as an unsafe/ neglectful/ disinterested father/ mother 
during the relationship/ subsequently
E7 - Perception of ex-partner as a good father/ mother during the relationship/ 
subsequently
E8 -  Child(ren) as helping mother to cope during relationship with ex-partner 
and after the relationship ended
E9 -  Ways of talking about abuse from ex-partner with the child(ren), during and 
after the relationship
E10 -  Practical and emotional support received from family/ friends/ 
community resources to help mother child(ren) during/ following the end of 
relationship with ex-partner
E ll -  Difficulties between mother and child(ren) in talking about abuse from 
ex-partner during the relationship/ subsequently
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F - Consequences of living in an abusive relationship
F1 - Positive and negative consequences of coping efforts during and after 
relationship with ex-partner
F2 - Negative consequences of coping efforts during and after relationship with ex­
partner
F3 -  Getting involved in lots of different activities following the end of the 
relationship with ex-partner
F4 - Ex-partner’s (supervised) contact with child(ren) as an opportunity for 
continued abuse of mother/ child(ren)
F5 -  Additional trauma/ (relationship) difficulties unconnected to abuse from ex­
partner experienced following the end of the relationship
F6 -  Mother/ child(ren) experiencing continued violence/ abuse/ harassment 
from ex-partner after leaving relationship Not to do with contact- F4 
F7 - Continued negative impact of abusive relationship on mother since 
leaving ex-partner
F8 - Perceived minimal continued impact of abusive relationship since leaving ex­
partner
F9 - Achieved, hoped for or altruistic life experiences following the end of the 
relationship including hopes for chiid(ren)
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Appendix 14: Narrative content themes, and summary of narrative form, 
identified for each participant
DKIRSTY. AGE 25
Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
Understanding of ex- 
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from family and friends
• Helpful involvement of police and unwanted involvement of 
social services
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Finding a new way to think about the abuse
• Getting on with it: facing difficulties and abuse directly
• Pleasing ex-partner
• Retaliation
• Varying strategy according to the situation
• Demonstrating resilience and determination
Understanding of 
herself as a mother 
and ex-partner as a 
father both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother child during abusive 
relationship
• Mothering child as becoming easier and more pleasurable after 
leaving the relationship
• Perception of negative impact on child of ex-partner’s abuse 
towards mother
• Perception of ex-partner as a neglectful father
• Child as helping mother to cope
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Continued negative impact of abusive relationship
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Regressive followed bv oroaressive: After reaching a verv low point 
in her life just before she left her ex-partner, Kirsty’s life has 
“changed completely” for the better and she feels that “at the 
moment 1 can do whatever 1 want”.
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Overarching narrative 
theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the types of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why 
the abuse did not stop
• Understanding ex-partner’s abuse
Support from others 
before, during and after 
abusive relationship
• Lack of support from family and friends
• Helpful involvement of police and unwanted and threatening 
involvement of social services
• Seeking support from voluntary sector domestic violence 
services
Strategies used to 
manage relationship 
difficulties throughout life
• Focusing on the positives
• Having to cope as no other option
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to talk to ex-partner
• Using illegal drugs
• Running away
• Reliance on tried and tested coping strategies
• Demonstrating resilience and determination
Understanding of herself 
as a mother and ex­
partner as a father, both 
during and after abusive 
relationship
• Difficulties experienced in trying to mother child during 
abusive relationship
• Ongoing challenges encountered in mothering child after 
leaving abusive relationship
• Perception of minimal impact on child of ex-partner’s abuse 
towards mother
• Perception of ex-partner as a good father
• Child as helping mother to cope
Consequences of living 
in an abusive 
relationship, both during 
and after leaving the 
relationship
• Negative consequences of coping efforts
• Getting involved in different activities
• Ex-partner’s supervised contact with child as an opportunity 
for continued abuse of mother
• Perceived minimal continued impact of the abuse
• Achieved/ hoped for/ altruistic life experiences following the 
end of the relationship
Narrative form
Stable: Claire has faced difficult and traumatic events throuqhout 
her life. However, her evaluation of events remains the same 
over time. “There’s going to be good and bad, isn’t there? It’s not 
all going to be good”.
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3) GEORGINA. AGE 33
Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the type of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from family and friends
• Lack of support from others
• Helpful response of police but lack of support from social 
services and healthcare
• Seeking support from voluntary sector domestic violence 
services
• Choosing not to tell others about the abuse
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Finding a new way to think about the abuse
• Getting on with it: facing difficulties and abuse directly
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to talk to ex-partner
• Pleasing ex-partner
• Running away
• Varying strategy according to the situation
• Demonstrating resilience and determination
• Focusing on the present
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother children during 
abusive relationship
• Mothering children becoming easier and more pleasurable after 
leaving the relationship
• Ongoing challenges encountered in mothering children after 
leaving abusive relationship
• Perception of negative impact on children of ex-partner’s abuse 
towards mother
• Perception of ex-partner as an unsafe and neglectful father
• Children as helping mother to cope
• Receiving practical and emotional support from community 
resources
• Difficulties in talking to children about abusive behaviour
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Getting involved in different activities
• Ex-partner’s supervised contact with children as an opportunity 
for continued abuse of mother
• Additional trauma unconnected to abuse
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Progressive: Georgina talked about her efforts to improve her 
support network and increase her confidence by taking college 
courses before leaving her ex-partner. Georgina has since found 
various ways to meet her own perceived needs and those of her 
children. This has made her feel “sort of happy you know sort of 
this is great”.
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Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the type of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from family and friends
• Lack of support from others
• Seeking support from voluntary sector domestic violence 
services
• Helpful response of police and mixed views of social services
• Choosing not to tell others about the abuse
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Finding a new way to think about the abuse
• Focusing on the positives
• Getting on with it: facing difficulties and abuse directly
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to talk to ex-partner
• Retaliation
• Having to cope as no other option
• Hurting herself by over-eating
• Demonstrating resilience and determination
• Focusing on the present
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother children during 
abusive relationship
• Ongoing challenges encountered in mothering children after 
leaving abusive relationship
• Perception of negative impact of ex-partner’s abuse of children
• Perception of minimal impact of ex-partner’s abuse of children
• Perception of ex-partner as a good father
• Children as helping mother to cope
• Ways of explaining ex-partner’s abuse to the children
• Receiving practical and emotional support from community 
resources
• Difficulties in talking to children about abusive behaviour
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Additional trauma/ relationship difficulties
• Continued harassment from ex-partner after leaving the 
relationship
• Continued negative impact of abusive relationship
• Perceived minimal continued impact of abusive relationship
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Stable followed bv progressive: Carol ended her relationship with
her ex-partner because he “had not committed to me whatsoever”. 
Carol feels that she has “dealt with” his abuse towards her but not 
his abuse of her daughter. Carol has a new relationship and tries to 
focus on the positives she sees in her life: “out of bad things can 
come good”.
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Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship difficulties
• Issues of power and control
• Descriptions of the types of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding ex-partner’s abusive and criminal behaviour
• Understanding and managing own thoughts and 
emotions
Support from others, 
both during and after 
abusive relationship
• Choosing not to tell others about the abuse
• Seeking and using support from family and friends
• Positive and negative experiences with the police and prison 
officers
• Seeking support from voluntary sector domestic violence 
services
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Getting on with it: facing difficulties and abuse directly
• Retaliation
• Trying to talk to ex-partner
• Focusing on the present
• Demonstrating resilience and determination
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother children during 
abusive relationship
• Ways of explaining ex-partner’s abuse to the children
• Ongoing challenges encountered in mothering children after 
leaving abusive relationship
• Mothering children becoming easier and more pleasurable after 
leaving the relationship
• Perception of negative impact on child of ex-partner’s abuse 
towards mother
• Perception of ex-partner as a neglectful and unsafe father
• Children as helping mother to cope
• Practical and emotional support received from family to help 
mother children
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Additional trauma unconnected to the abuse
• Continued violence and abuse from ex-partner after leaving the 
relationship
• Continued negative impact of abusive relationship
Narrative form
Rearessive: Over time, life has become much more difficult for 
Zoe. She can feel overwhelmed by what has happened to her and 
her current responsibilities. As a result of her abusive relationship, 
Zoe thinks that “it will take me a really lot to trust someone’’ and 7 
am a lot more harder person”.
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Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the type of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from family and friends
• Helpful response of police and health care; mixed views of 
social services
• Seeking support from voluntary sector domestic violence 
services
• Choosing not to tell others about the abuse
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Finding a new way to think about the abuse
• Getting on with it: facing difficulties and abuse directly
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to talk to ex-partner
• Having to cope as no other option
• Thinking about suicide, taking anti-depressant medication
• Running away/ hiding
• Varying strategy according to the situation
• Demonstrating resilience and determination
• Focusing on the present
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother children during 
abusive relationship
• Ongoing challenges encountered in mothering children after 
leaving abusive relationship
• Perception of negative impact on children of ex-partner’s abuse 
towards mother and children
• Perception of ex-partner as an unsafe and neglectful father
• Children as helping mother to cope
• Difficulties in talking to children about abusive behaviour
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Ex-partner’s supervised contact with children as an opportunity 
for continued abuse of mother
• Additional trauma unconnected to abuse
• Continued abuse and harassment from ex-partner after leaving 
the relationship
• Continued negative impact of abusive relationship
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Rearessive followed bv oroaressive: Until Lisa was asked bv social 
services about her relationship, she was not able to talk to anyone 
about the abuse she was suffering. In the six years since leaving 
her ex-partner, Lisa has found ways to manage ongoing 
harassment from and contact disputes with her ex-partner. She 
feels “like 1 have got myself back to what 1 was before 1 met him”.
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Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the type of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding abusive childhood and ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from friends
• Lack of support from others
• Helpful response from social services
• Seeking support from voluntary sector domestic violence 
services
• Choosing not to tell others about the abuse
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Finding a new way to think about the abuse
• Focusing on the positives
• Getting on with it: facing difficulties and abuse directly
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to please ex-partner
• Having to cope as no other option
• Using alcohol
• Reliance on tried and tested coping strategies
• Demonstrating resilience and determination
• Focusing on the present
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Ongoing challenges encountered in mothering child after 
leaving abusive relationship
• Perception of ex-partner as an uncaring mother
• Child as helping mother to cope
• Receiving practical and emotional support from community 
resources
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Additional trauma unconnected to abuse
• Continued harassment from ex-partner after leaving the 
relationship
• Perceived minimal continued impact of abusive relationship
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Stable; Soohie has been through manv difficult times in her life: not 
only her abusive relationship but also an abusive childhood and 
her brother committing suicide. Life for Sophie now is no better or 
worse than it ever has been and she concentrates on “surviving the 
day and taking each day as it comes”.
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8) BARBARA. AGE 55
Overarching 
narrative theme
Summary of sub-themes within each 
overarching narrative theme
Understanding of what 
went wrong in 
relationship with ex­
partner
• Relationship and financial difficulties
• Issues of power and control
• Positive and negative thoughts and feelings about relationship 
with ex-partner
• Descriptions of the type of abuse experienced
Understanding of ex­
partner’s abusive 
behaviour
• Understanding of why ex-partner became abusive and why the 
abuse did not stop
• Understanding ex-partner’s abuse
• Understanding and managing own thoughts and emotions
Support from others, 
both during and after 
abusive relationship
• Seeking and using support from family and friends
• Lack of support from others
• Choosing not to tell others about the abuse
Strategies used to 
manage difficulties in 
relationship with ex­
partner, both during 
and after abusive 
relationship
• Focusing on the positives
• Getting on with it: facing difficulties and abuse directly
• Avoiding thinking and talking about relationship difficulties and 
abuse
• Trying to talk to ex-partner
• Pleasing ex-partner
• Retaliation
• Having to cope as no other option
• Thinking about self-harming
• Running away
• Demonstrating resilience and determination
• Turning to a faith base
Understanding of 
herself as a mother 
and ex-partner as a 
father, both during and 
after abusive 
relationship
• Difficulties experienced in trying to mother children during 
abusive relationship
• Mothering children as becoming easier and more pleasurable 
after leaving the relationship
• Ongoing challenges encountered in mothering children after 
leaving abusive relationship
• Perception of negative impact on children of ex-partners abuse 
towards mother and children
• Perception of ex-partner as an unsafe and neglectful father
• Children as helping mother to cope
• Receiving practical and emotional support from family
Consequences of 
living in an abusive 
relationship, both 
during and after 
leaving the relationship
• Positive and negative consequences of coping efforts
• Continued negative impact of abusive relationship
• Achieved/ hoped for/ altruistic life experiences following the end 
of the relationship
Narrative form
Stable: Barbara had an unhaoov and abusive seven vear 
relationship. She felt lonely and isolated throughout her 
relationship and in the difficult years that have followed. However, 
she has consistently been sustained by her faith base -  “/ never 
lost prayers” -  and her determination that her children should have 
“more than what 1 got”.
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Appendix 15: Barbara’s story: Experiencing shame in her local 
community
P5: He is always drinking, and always we talk of the town he knows, oh - Even the, 
what you call, the house that is adjacent to our house he knows what is —  gossip 
there, oh what are you doing? I go like that and you know I am working to the health 
centre at 8 o’clock (I: mm) after 4 or 5 o’clock. I didn’t even go home to my house 
because the health centre is just only adjacent to our house and I had lots of 
patients and you know I would go home to the house and there is no ay food, I will 
be the one woman who —  for it (I: mm) because he is going lingering around and 
drinking and ay (I: yes). That is what he did.
I: Did he go to work at all or did he not work?
P5: He worked to, he go abroad in (country) for, only for a year (I: mm) when we 
are get married and then when I deliver a child he stay with me for one year and 
then he go again abroad for, I think, just only six months (I: Mmm) and he go out. 
Because what he did is he put his all his salary for himself only.
I: Right.
P5: Seventy percent of the salary must go to the family and thirty per cent only for 
him. But what he did is he put all his (currency) in a bank, we are not joint account (I: 
mm) so because I am working (I: yeah) then I have. Now er when that time that er I 
it’s really in that way he’s always going to his mother’s house and then (p) I very 
tired of what he’s doing. He’s always drinking, drunker every 48 hours, 24 hours (I: 
mm). Oh even is so, I am getting mad you know, he’s so ashamed to the people 
because the people is really respected me, I am friend of the people, it’s because I 
handled six communities, that I handled them and I protecting people against all the 
diseases because we have lots. The rural midwife in really like a little doctor.
I: So you were respected because you worked in health care?
P5: Yeah yeah yeah.
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I: And he wasn’t, you felt he wasn’t respected because (P5: yeah yeah) he drank 
too much?
P5: You know, and he’d be just on the. I’d hear that er they really really kill him. It’s 
because ay they don’t know him.
I: Who really really killed him?
P5; Er when he was drinking in one of my community, they don’t know that that is 
my husband.
I: Right.
P5: And then in that place is a, there are so many violent people there and maybe 
he talk bad when he is too much drunk and ay when we, they (p) they will try to stab 
him. Oh do not do that, that is Mrs (name) husband. Oh, really! (said in a different, 
high pitched voice) You see like that.
I: How did you cope with that, with him drinking and people being surprised that he 
was your husband?
P5: I am so ashamed to the people you know I, what I did, you know, I did, what I 
did is I am teaching ay ay community class. I let him to join in the community class 
so that he can have another kind of world. Maybe he can forget that kind of vices. 
Because of this I brought him to a good place.
I: What were you teaching?
P5: I am teaching a community class that is different.
I: About what?
P5: About health.
I: Okay and you brought your husband in (P5; yeah). Why did you bring your
husband in?
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P5: It’s because - to let him, to show him to the people that he must join in my worid 
not always in this vices, full of vices (I: mm) like that.
I: Mmm, so to try and encourage him not to drink (P5: yes yes). Did you talk about 
his drinking to the people that you were teaching?
P5: Yes, yes they know it already (I: right) because it’s very disgusting. You know er 
what I did is I always (p) let I always er distance him from all the vices. What I did is 
if I receive my money in the end of the month I brought them, we have a, we go to 
somewhere, we are picnicking like that. I brought him to the restaurant with my 
children (I: Mmm) we are eating. I will buy their clothes, my son and him. What is -  
yeah? And that is really what, I am very very responsible for him (I: yeah) but you 
know is, I don’t know it’s like - and I saw him that there would be, it’s really like a 
harlot, it’s really like prostitute, he’s saying -  it’s near in our house - and er that is 
young woman and I saw her with him. He went in that house (sounding incredulous, 
cross).
I: Yeah, so you felt he was um he was with other women?
P5: Yes he is playing because this woman, this young woman is playing with men, 
people that is really like that.
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Appendix 16: Zoe’s story: Treatment by police and prison officers
P3: Um (p) and then I was in the police station, my dad come up and said I want to 
know about my daughter, and the, um, police sergeant, whoever it was, said how 
old is your daughter. And my dad said whatever age I was and he went well she’s 
over 18 and my dad said it doesn’t matter how old she is, do you stop being a parent 
once they’re over 18? (police station) are very stroppy coppers, and, um (pause for 
3 seconds). My dad put in a complaint about them and they went she’s been held 
here, she’s being taken straight to court tomorrow. Three days they kept me in the 
police station.
I; Gosh, how were you coping during that time?
P3: Er, I just cry - sobbed permanently, I had cried so much, as tears was touching 
my face, it was like acid burning my face. And all they offered, all I got was three 
cups of water this size in three days. They offered me one bit of food which I refused 
and they couldn’t let, they took all, confiscated all my clothes, I was in one of them 
white body suits. They wouldn’t let me have no clothes and I said -
I: Can you remember what you were thinking or feeling at the time? (quietly)
P3: Just, just the kids. That was my main priority, the kids. (I: mm). And I said, I 
come out of the cell to be interviewed again and ‘cos I gone to the sink and splashed 
my face he went what do you think you are doing. I said I have been in here three 
days, let me have a wash or something. And the white body suit in 80/85 degrees 
heat (I: mm) and then they give me my, and then next morning they went you are 
going to court. I had the clothes my dad give me they give me that, and I hadn’t had 
a cigarette in, since I’d been arrested. I had cigarettes with me but they wouldn’t let 
me have one. And I can remember as the security thing, they call it sweat box, and 
I said to the lady I know you must hear this from all prisoners but I have been in the 
police station for three damn days and they haven’t given me one of my cigarettes 
and she gave me one. And, um, they took me to court, (magistrate’s court) for a 
bail. Er the police said no bail but they went to court and er, they went this is a really 
serious case, no bail, we are remanding you in custody. My mum was at the back of 
the court and I heard her sobbing and I can remember there was Rosy -
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!: Did you see your children at all?
P3: No. No, I’d not seen them, my mum wouldn’t have brought the kids to court. 
And I can remember walking down the steps, I was cuffed to a guard and I don’t 
remember no more, I must have just collapsed. And, er I can remember being taken 
‘cos you stopped at all the different courts, pick people up who had been sentenced 
and they took me to (prison) and Bad Girls on telly is like a holiday camp to what it’s 
like in (prison).
I: What was it like?
P3: Oh. You go in, they go all through your stuff. You’ve got a strip search which is 
SO DEGRADING. And, um, make you put in prison, no they didn’t make me, they 
give me prison clothes but I didn’t wear em ‘cos I had my own clothes, and then 
there are loads of people who come in and they’re all watching you, looking up, oh 
what stuff you got with you (puts on a different voice).
I: That’s the other, the other people who were in (prison)?
P3: Yeah. And then, and I said, they give you a tobacco pack and they give you a 
phone card (p). No they give you a pin number and I said where do I go, and I was 
really upset. And, um, I waited around after all the paperwork, I had to have my 
picture taken for my prison number. And I got tooken up and a lady come and 
spoke to me. She said she was from somewhere, I can’t remember where it was. 
And I said what had happened and I said I wanted to speak to my kids. I haven’t 
spoken to them in four days. And she said we will try and get you a phone call later. 
They took me upstairs to a dorm with 6 girls in it and they was all crack addicts. And 
then I just was quite quiet and er, upset, I was putting my stuff away and they was 
watching me put my stuff away, giving me dirty looks and that. And I just tried, I was 
just looking around, didn’t say nothing to no-one and um, one of them went what are 
you in for, I went attempted murder. And er -
I: Was that the first time that you had said that?
P3: (p) Yeah, because I hadn’t seen anyone (I: mm) and er, (p) um, and they went 
you got tobacco, I went yeah and I took 100 cigarettes with me (p) from the home to
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the police station and er, (pause for 3 seconds) and ail the cigarettes got stolen out 
of there. And I told someone all the cigarettes had been thingy (speaking quietiy) 
and um they just tried to treat me like shit in other words and and I said to the um, 
prison officer, I said I can’t stand it, I want to be on my own. I said er, he went it’s 
not a holiday camp, you’re staying there. And er -
I: How long were you in (prison)?
P3: I was in there (p) about four days? And I phoned my, I got a phone call and I 
was crying on the phone, sobbing on the phone to my mum, I don’t know what I 
said.
I: Did you think you were coping at that time or did you think you were-
P3: Once I spoke to my mum and spoke to the kids (pause for 4 seconds). No I 
didn’t speak to the kids. My mum went you can’t speak to the kids, not like that (I: 
mm). And actually around the kids, she went they’re a bit upset but they are fine. 
And, um, and my mum went we are trying to get you bail (said very slowly). And, 
um, I think this was a Wednes, Tuesday or Wednesday and I had the bail hearing on 
Friday, not me it was closed chambers at (place). And um, my dad had gone up 
there and he had to send all this. And they went, it’s listed for ten o’clock, nine 
thirty, I think or something like that. And er they went if she gets bail all it is faxed 
straight over and she can, the formalities, she’ll be out by ten, eleven o’clock.
I: So did you get bail?
P3: Well no. By half past one I hadn’t heard and I just thought I’ve got no bail (I: 
mm). And erm the hatch opened on the cell door and they went Zoe you’ve got a 
visit. I said do you know who it is from? (p) And erm (p) oh no, this was the day 
before the bail hearing (I: mm). And er he went you’ve got a visit. I went who, who’s 
it from? And he went who do you think I am, your receptionist? Cos I didn’t know I 
was going to get any visits. Because when you are on remand you can they can 
come up every day and see you (I: right). And then I come out and I looked really 
really ill, my face here was just red raw, you couldn’t see the white in my eyes, they 
were red raw. And er I the screw come and got me and other inmates, took me to a 
visiting room. And it was my dad and my sister. And erm my dad went how are you?
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And I went oh it’s HORRIBLE in here. And I was just sobbing. He went Zoe please 
try and stop crying, my sister was there, he went er I couldn’t bring mum up here not 
first time because I knew you’d be in a bad way.
I: So in the early days you, you were crying and -
P3: Yeah, that’s all I did, sobbed.
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